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OXYGEN THERAPY: INDICA- 
TIONS AND MODES 
OF USE 


J. MOTT RAWLINGS, M. D. 
El Paso, Texas 


(Read before the El Paso County Medical Society, May 5, 1937) 


The furnishing of oxygen to the tissues to 
preserve normal function is well established. 
Many workers have shown that in the human 
body numerous ills attend its diminution, 
which occurs because the available oxygen is 
limited, as for instance in high altitudes, bal- 
loon ascents, aviation and mountain climbing, 
or because the machinery for transferring 
oxygen from the supply to the blood stream 
and tissues is impaired. 

Reduction in tissue oxygen occurs in laryn- 
geal, tracheal or bronchial obstruction, in lo- 
bar and bronchial pneumonia with marked re- 
duction in pulmonary volume or in heart fail- 
ure where the blood flow is too slow to carry 
oxygen rapidly enough to the tissues. Con- 
genital heart disease and cardiac arrhythmias 
alter the proper flow of blood through the 
lungs by shunting or by slowing of the stream 
so that oxygenation of the blood is imperfect. 
Barach & Woodwell' have found that oxygen 
therapy in heart failure has the same benefi- 
cial results in relieving anoxic symptoms that 
it has in pneumonia. To quote: 


“The relief of cyanosis and slowing of the pulse 
were the outstanding objective changes. The blood 
pressure, vital capacity, arterial and venous CO: 
content, urinary excretion and rate of inspiration 
showed no definite changes from short periods of 
oxygen inspiration.” 

Paul White? writes: 

“Oxygen inhalation (40-50%), useful for certain 
pulmonary conditions, has as yet little or no place 
in congestive failure except in giving temporary 
relief when there is marked Cheyne-Stokes respira- 
tion or perhaps in helping patients critically il 
with acute coronary thrombosis.” 


John Wyckoff* states: 


“Patients with marked cyanosis due to interfer- 
ence with the gaseous exchange in the alveoli of 
the lungs and not to shunting of blood througn 
unaerated portions of the lungs are relieved by 


oxygen.” 

Intra-pulmonary hemorrhage, pulmonary 
edema, asthma, extensive bronchitis with ed- 
ema, emphysema, massive collapse, empyema, 
pneumothorax, hydrothorax, pulmonary mal- 
ignancy may be of sufficient. extent to impair 
exchange of oxygen from the inspired air to 
the blood stream. 

The blood may be so impaired that sufficient 
oxygen cannot be transferred to the tissues 
from the lungs. As oxygen depends upon oxy- 
hemoglobin for its transference to the tissues, 
diminution of hemoglobin causes serious im- 
pairment of transference. This commonly oc- 
curs in anemias—microcytic, macroytic, von 
Jakseh, Cooley’s or sickle cell varieties—and 
also, if enough of the hemoglobin has been 
fixed so that it is not available for union with 
oxygen to form oxyhemoglobin. This ocurs if 
the capacity of the lungs to rid the blood of re- 
duced or so-called carbon dioxide hemoglobin 
is so impaired that much of the COs passes 
through the pulmonary tissues and is not dis- 
sociated. Therefore it does not liberate hemo- 
globin for combination with oxygen. Forma- 
tion of methemoglobin or sulfhemoglobin, car- 
bon monoxide, hemoglobin and inactivation of 
hemoglobin by cyanide are other causes af- 
fecting the union of hemoglobin with oxygen. 

Histotoxic anoxia may exist. This term was 
coined by Peters and Van Slyke to represent 
the condition in which the tissues are too 
poisoned from one cause or another to take 
up the available oxygen. Acute alcoholic 
poisoning is one of the best examples of this 
condition and it has been shown by Palthe* 
that the administration of oxygen to acute al- 
coholics greatly diminishes their symptoms. 
Overwhelming infections or other toxic states 
of the body, non-pulmonic in origin, may be 
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greatly relieved by decreasing the state of an- 
oxia or oxygen-want. In all severe toxemias 
the tissues are calling for oxygen and for glu- 
cose in greater amount than theretofore. Oxy- 
gen inhalation in such patients may be life 
saving. Acidosis in severe infections is almost 
always present as evidenced by rapid pulse, 
shallow rapid breathing, pasty color, extreme 
languor and decreased vitality. These symp- 
toms are often abated by oxygen therapy espe- 
cially in the presence of hyperpyrexia. I quote 
from Meakins: 


“The occurrence of oxygen want, i.e. anoxia, 
particularly in association with fever, is a most 
dangerous condition in itself. Insidious oxygen- 
want without carbon dioxide retention may pass 
unheeded by the patient in so far as complaints 
are concerned. There may be no hyperpnea, no 
distress but rather a pleasurable feeling of tingling, 
narcosis, semi-delirium, coma and death occurring 
without a struggle.” 


Van Slyke and Peters say that shock, par- 
ticularly traumatic, whatever its cause, is ac- 
companied by what is known as stagnant an- 
oxia, a condition in which the major tissues of 
the body are insufficiently supplied with oxy- 
gen. This occurs because there is a fall in blood 
pressure, a retardation in the rate of flow of 
blood with a decrease in the oxidation in the 
major tissues of the body. This long continued 
leads to death. Oxygen saturation of venous 
blood decreases from 60-80% normal values 
to 20-40% in shock as shown by the work of 
Aub & Cunningham® in their work on ure- 
thanized cats in which the hind legs were 
crushed to cause shock. Oxygen consumption 
fell 30% and arterial blood pressure fell below 
70 mm. of mercury. Shock patients are defi- 
nitely relieved by oxygen therapy—even after 
adrenalin, glucose-saline transfusions, etc. 

The value of oxygen therapy is now gener- 
ally recognized, particularly in pneumonia and 
especially in those with dyspnea, rapid pulse 
and cyanosis. To quote from Dr. Alvin L. 
Barach’ discussing lobar pneumonia and oxy- 
gen therapy: 


“When the function of the lung is impaired to 
the extent that cyanosis appears, oxygen therapy 
is indicated.” 


Barach and Binger have studied the effects 
of the inhalation of 40 to 50% oxygen in pa- 
tients with pneumonia who suffered from 
various grades of anoxemia. In their reports, 
each containing data on over 100 carefully 
treated patients, beneficial results may be 
summarized as follows: (1) disappearance or 
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diminution of cyanosis,. (2) slowing of the 
pulse with corresponding improvement in 
quality (3) increase in subjective comfort and 
(4) decreased delirium, dyspnea and restless- 
ness. 

Barach has also shown that life is sustained 
by the inhalation of 50% oxygen in certain 
patients whose pulmonary function, in respect 
to the absorption of oxygen, is so severely 
impaired as to result in impending asphyxia. 
The removal of markedly anoxemic patients 
from an oxygen-enriched atmosphere may be 
immediately followed by progressive symp- 
toms of collapse which are only relieved by a 
prompt return of oxygen therapy. The pro- 
longation of life by oxygen may provide these 
patients the opportunity of obtaining immun- 
ity to their infections: and thereby ultimate 
recoveries. 

Three methods in use at the Presbyterian 
Hospital in New York for giving oxygen are 
recommended. 


1. The nasal catheter is fairly effective in 
administering oxygen and has the advantage 
of great simplicity. Two to 5 liters per minute 


may provide 30 to 38% oxygen in the inspired 
air. 

2. When higher concentrations of oxygen 
are desired or when the patient breathes 
through the mouth and therefore gets little 
benefit from oxygen administered by nasal 
catheter, the oxygen tent may be employed, in 
which an atmosphere of 40 to 50% oxygen can 
be maintained. Only tents ventilated by ef- 
fective cooling mechanism should be employ- 
ed. 

3. The oxygen chamber in which the pa- 
tient lives in an air-tight room in an atmo- 
sphere of 40 to 50% oxygen, is the most com- 
fortable and efficient way of providing oxygen. 

Dr. Campbell P. Howard’, quoting from A. 
L. Barach, also discussing lobar pneumonia, 
makes the following statement concerning the 
value of oxygen therapy: 


“The success of the oxygen treatment will de- 
pend on several factors, the most important of 
which, according to MacLeod are (1) to get as 
much gas into the alveoli as possible, (2) to start 
the treatment early before irreparable damage has 
been done because of anoxemia and (3) to main- 
tain the administration until cyanosis disappears. 
When no special apparatus is available, an ordi- 
nary anesthetic mask may be employed, or failing 
this, an ordinary nasal catheter, the terminal inch 
of which is perforated by six holes. With a nasal 
catheter in conjunction with a calibrated reduc- 
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ing gauge the administration of two liters of oxy- 
gen per minute means the providing of 30 per 
cent oxygen; five liters of oxygen per minute 
through a double nasal catheter gives an atmo- 
sphere of 3 per cent oxygen. It is the most eco- 
nomical method. Haldane’s mask or the Meltzer 
hollow tongue depressor are, however, more ser- 
viceable and are in use in many hospital clinics. 
The Binger-Barach portable tent, which encloses 
the head and chest of the patient, provides 40 to 
50 per cent of oxygen in an atmosphere of air and 
dried by direct passage over ice, is still more effi- 
the use of specially constructed glass nose-piece is 
the use of a specially constructed glass nosepiece is 
the most efficient of the easily portable types of 
apparatus, and in most cases causes little discom- 
fort to the patient. 

“Barach has noted several beneficial effects fol- 
lowing the intelligent administration of oxygen: 
first, a diminution or even disappearance of the 
cyanosis; secondly, a slowing of the respiratory 
rate; thirdly, a slowing of the pulse with an im- 
provement in its quality; fourthly, a decrease in 
the restlessness or delirium; lastly, the patient 
notes subjective improvement. In general it seems 
to prolong life until the patient has developed an 
immunological resistance or has acquired it by the 
artificial means to be discussed later. It is not a 
cure, merely a symptomatic supportive procedure.” 


Edward B. Touhy”, of the relative useful- 
ness in methods of oxygen administration 
writes: 

“As a means of combating anoxemia, oxygen 
may be administered by a nasal catheter or with 
the more frequently used oxygen tent. The former 
method, however, is less expensive and in many 
instances will serve the same purpose as an oxygen 
tent. Wineland and Waters have studied the rela- 
tive use of oxygen administered with the nasal 
catheter and concluded that adequate percentages 
of oxygen may be obtained in the bronchi by this 
method. A satisfactory method of administering 
oxygen by way of the nasal catheter is to place the 
tip of the catheter in the oropharynx, just back of 
the uvula. The distance from the end of the 
catheter to the exterior nares will usually corre- 
spond to the distance from the tragus of the ear 
to the nares. A flow of 6 to 8 liters of oxygen will 
usually maintain an oxygen percentage of 50 to 
60 in the region of the glottis. If the flow of oxy- 
gen is too large, or if the nasal catheter is insert- 
ed too far, there is a tendency for the patient to 
swallow air.” 


Four examples of its use in pneumonia fol- 
low—2 in infants, 1 with bilateral lobar and 1 
with severe confluent broncho-pneumonia; 1 
in a man with double lobar-pneumonia and a 
boy with confluent bilateral extensive bron- 
cho-pneumonia. 


1. The first infant of 12 months was 
brought to the hospital cyanosed with a tem- 
perature of 105, pulse about 200 and respira- 
tions 100. The child had been sick about 6 
days. Nasal use of oxygen was commenced. 
The outlook for the child appeared hopeless, 
according to the pediatrician on the case whose 
record is quoted.- Oxygen was administered 
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continuously for 8 days and then at intervals 
for 3 or 4 more days. The baby recovered de- 
spite a severe tracheo-bronchial stridor. The 
flow at the maximum was about 7% to 8 liters 
per minute but for the greater part of the 
time was 3 to 4 liters. 


2. The second case is that of another pedia- 
trician whose permission we have to quote the 
records. Baby female, age 11 months, had had 
measles 3 weeks prior; came to hospital with 
severe laryngo-tracheal bronchitis and an un- 
remitting cough. She was immediately placed 
in a croup tent and given as indicated ephe- 
drine, atropine and calcium iodide, all without 
definite effect on the course of the disease or 
the unremitting cough. A sero-sanguinous na- 
sal discharge was also present. As soon as 
oxygen was started the cough abated, she was 
able to rest some, and although the extensive 
condition of both lungs changed to a conflu- 
ent broncho-pneumonia of the left lower lobe, 
the child improved and was well 11 days after 
oxygen was started; the pneumonia clearing 
by lysis after 6 days of continuous and 3 days 
of intermittent use. 


3. The third case was a patient at City- 
County Hospital, age 28, male, Mexican. Onset 
was 2 days before admission with chills, sweats, 
severe pain in chest, and rusty expectoration. 
He had had left pleurisy with empyema, rib 
resection and 7 drainages from 1926 to 1928. 
Present illness began with chill, fever, sweat, 
pain in chest and rusty sputum. On admis- 
sion, he had temperature 102, pulse 110, and 
respiration 35. He had fine rales over both 
lung fields with dullness of both lower lobes. 
Nutrition was good. 


Impression: Severe bilateral lobar pneu- 


monia. 


X-ray showed increased density of nearly 
all the right lung field with a sharp lower 
border. Upper border is not so sharp. There 
is haziness in the left chest. The right chest 
shadow suggests encapsulated fluid, tumor or 
consolidation. 


The urine had 3 plus hyaline and fine gran- 
ular casts; otherwise negative. Blood: hemo- 
globin 94%, RBC 4,880,000, WBC 21,800 and 
Polys 84%; Kahn negative. 

Course: Patient was in hospital 8 days— 
with normal temerature, pulse and respira- 
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tion final 24 hours; given capsolin to chest 
and codeine for pain. 

On the 2nd hospital day, his temperature 
was 100, pulse 100, respiration 50 and his 
chest had many coarse mucous rales in addi- 
tion to areas of consolidation. He was cya- 
notic, respirations were rapid and shallow. 

Oxygen was started by nasal catheter at 10 
liters per minute. Morphine gr. % and atro- 
pine 1/150 were given every 4 hours. 

On the 3rd day he had no oxygen for about 
an hour (tank ran out); he was grunting with 
heavy labored respirations, restless, coughing 
much, and complained of severe pain in chest 
when coughing. 

On the 5th day, 8 a. m. temperature was 
100.8, pulse 120, respiration 60. He was more 
rational. Oxygen was reduced to 8 liters per 
minute during the afternoon. 

On the 6th day, 8 A. m. his temperature was 
99 (R), pulse 84, respiration 30. He felt bet- 
ter and took soft diet. 

On 7th day, 8 a. m., his temperature was 99 
(R), pulse 70, respiration 20. He talked ir- 
rationally at times but condition was much 
better. 

On 8th day his temperature was 98.6 (R), 
pulse 80, respiration 24. He had good appetite. 
Oxygen was discontiued at 4 p.m. Lungs 
were almost completely clear. 

On 9th day he was discharged to home by 
ambulance. 

Oxygen was used 5% days. I am dubious 
if patient would have survived without it. 

4. A 15-year-old white boy had been sick 
for 5 days with pneumonia before seen by a 
doctor. He had scarlet fever 1 year previously 
with severe mastoiditis and was ill 3 months 
with a complicating pyelo-nephritis of severe 
grade. When first seen, temperature was 103, 
pulse 120, weak and poor volume, respiration 
36 to 40, and he had mild cyanosis of finger 
nail beds and lips. He had extensive consoli- 
dated patches of both lungs, front and back, 
with marked bronchial wheezes. Oxygen ther- 
apy was commenced at 8 liters per minute— 
later increased to 11 liters. He had it for a 
total of 11 days and for 6 days oxygen flow 
was set between 8 and 11 liters depending up- 
on his coughing spells. He had a severe tra- 
cheo-bronchial cough which tired him badly. 
After 12 hours of oxygen he began coughing 
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up firm, heavy casts of the bronchial tree, 
composed of mucus, pus and blood. After 4 
days these became more purulent, amounting 
to 4 ounces per day. When the oxygen was 
stopped the patient was definitely worse; he 
coughed harder and was unable to dislodge 
the bronchial plugs. His recovery was com- 
plete. 

I report 2 cases of surgical shock treated 
with oxygen: 

1. “A woman, age 40 years, was a patient of 
local surgeons whose permission to quote this 
case has been obtained. She had a subtotal 
hysterectomy with difficult removal of a fi- 
broid tumor about the size of an infant’s head. 
Operation was done one afternoon and patient 
went into post-operative shock the next morn- 
ing; 500 c.c. citrated whole blood were given. 
Coramine, morphine and glucose in normal sa- 
line intravenously were given. At 9 p.m. her 
temperature was 102, pulse 160, respirations 
24, she was cyanotic, irrational and very weak. 
At 10 p. m. oxygen was commenced. At 1 a. m. 
temperature was 100.4, pulse 130 and respira- 
tion 12. At 2:45 a.m. temperature was 99.6, 
pulse 128, respiration 12; the nurse in attend- 
ance said that by this time a definite improve- 
ment was noted. The patient was on oxygen 
but a short time, the shock passed and an un- 
eventful recovery took place. 


2. A boy, age 21, was injured in an auto- 
mobile wreck with fracture of pelvis, rupture 
of spleen and retroperitoneal hemorrhage. He 
was first seen at 6 a.m. Splenectomy was done 
at noon. He was in severe shock by 7 a.m. 
next day. Temperature then was 101.8, pulse 
168, high and bounding, respiration 36. He 
was extremely restless and irrational with se- 
vere pain. Oxygen was commenced at this 
time and run continuously for 3 days. After 
6 hours of oxygen at 11 liters p.m. the tem- 
perature was 101, pulse 124, and respiration 
24. Two days later temperature was 101, 
pulse 120, respiration 26 with oxygen at 6 to 
8 liters per minute. Patient had eventration 
on 8th post-operative day, 5 days after oxygen 
was stopped. He was successfully sewed up. 
Oxygen therapy was immediately commenced 
for next 16 hours, and he made an uneventful 
recovery. 

One case of sepsis was treated: A girl, age 
19, had had appendectomy and the wound did 
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not heal. She suddenly developed bilateral 
pyelitis with temperature 104 to 105, high 
pulse, hard abdomen, signs of peritonitis and 
positive culture of B. typhosus from blood 
stream. Outlook for patient appeared hope- 
less as early signs of broncho-pneumonia were 
discovered. With use of home-made head and 
chest tent and use of humidified oxygen, 32 
liters per minute within the tent the patient 
recovered; 8 blood transfusions and 4 leuco- 
cytic creams were also employed. At the time 
the patient was the most critical, oxygen seem- 
ed responsible for turning her toward recov- 
ery. 

An obese asthmatic woman of 54 with myo- 
carditis and latent diabetes was given oxygen 
immediately following cholecystectomy, ap- 
pendectomy and lipectomy, up to 10 and 11 
liters for first 48 hours. She had an unevent- 
ful recovery despite pyelo-nephritis. 

The nasal catheter allows 50 to 60% oxygen 
concentration in the oropharynx at 8 liters per 
minute and up to 70% at 11 liters. It is eco- 
nomical and simple; its care is not cumber- 
some. For the patient of moderate means it 
solves the problem of oxygen therapy and still 
absolutely assures him of getting all that oxy- 
gen therapy can contribute unless he be 
placed in an hermetically sealed and controlled 
oxygen room from which it is also possible to 
filter out and remove all extraneous dusts, 
pollens, odors and other air-borne matter. 


One other point of sufficient value to be 
stressed in the matter of appropriate oxygen 
therapy, has to do with the proper humidifi- 
cation of the oxygen. A variety of methods 
may be used for obtaining this. The more 
completely one humidifies the oxygen the 
more completely the patient is able to utilize 
all of the oxygen administered. From our ex- 
perience dry oxygen seems to. have a deleteri- 
ous effect on the patient. Those cases on whom 
we have seen the autopsies following what ap- 
peared to be an adequate amount of oxygen 
administration but in whom humidification 
was not controlled thromboses of cardiac or 
pulmonary vessels have been found. That 
these thromboses are due to the absence 
of sufficient humidification is a point we can 
not at present completely defend, but from 
the clinical standpoint, such seems to be the 
plausible explanation of the thromboses. Since 
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adopting machines capable of completely hu- 
midifying oxygen for administration no such 
untoward accidents have occurred in our pa- 
tients. The old method of bubbling water 
through a water bottle allows 20% humidifi- 
cation while with the use of the new Wiscon- 
sin humidifier or the still newer combined reg- 
ulator and humidifier called the Tomac in- 
suflator, manufactured by the American Hos- 
pital Supply Corporation, both of which ma- 
chines completely humidify oxygen up to 1] 
liters and in the later types possibly even up 
to 15 liters, we feel that the patient’s pul- 
monary circulation is completely protected. 
Of this much we are certain that with com- 
pletely humidified oxygen, the patient’s clini- 
cal course is much better and recovery much 
quicker and with less complication than under 
any method we have heretofore utilized, and 
this includes use of the oxygen tent with ice 
compartment. The latter is expensive, noisy 
and cumbersome. 


In closing, 3 points are to be stressed. 1. 
Oxygen has a much wider field of application 
than in just pneumonia; it is going to find in- 
creased applicability in all types of shock, par- 
ticularly traumatic and rather protracted 
post-operative cases. 2. When by nasal cath- 
eter oxygen is taken through a proper hu- 
midifier, it renders available to the patient all 
of the oxygen administered. (By a proper hu- 
midifier is meant one in which there is 100% 
saturation of the oxygen with water vapor.) 3. 
Nasal catheter administration is simple, inex- 
pensive, and in our experience well tolerated 
by the patient. 


Since writing this article A. L. Barach™ has 
brought out a new type of oxygen face mask 
that may successfully replace the present na- 
sal catheter for the more effective and inex- 
pensive administration of oxygen. 
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DISEASE INCIDENCE AMONG 
THE NAVAJOS 


Cc. G. SALSBURY, M. D. 
Medical Director, Sage Memorial Hospital 
Ganado, Arizona 


No adequate health survey of the Navajo 
tribe has ever been made, and as yet nothing 
like a complete record of births and deaths is 
possible. 

In the absence of these data we can prob- 
ably secure the most reliable picture of dis- 
ease incidence among the Navajos, by a care- 
ful study of the hospital records. 

For the purposes of this paper we have 
made a study of 4826 admissions to Sage Me- 
morial Hospital. White patients have either 
been excluded from the figures or a notation 
has been made showing which cases were 
white, so that essentially the detailed report 
deals wtih Indians—largely Navajo. 

In spite of extremely primitive living condi- 
tions, rigorous climate, thoroughly unbalanced 
diet, and until recent years the illnesses of the 
tribe largely taken care of by the “Medicine 
Man”, the tribe has, with the exception of dis- 
eases introduced by the white man, a good 
health record. 

Hitler and Mussolini doubtless would pay 
almost any price for the secret of the Navajo 
birth rate, for from 1870 to 1936 the tribe has 
increased from about 8,000 to 50,000. 


Much space in our present-day medical lit- 
erature is devoted to the cause, prevention 
and cure of disease, but comparatively little 
thought is given to the varying incidence of 
disease among different racial, dietary and 
geographical groups, and yet may it not easily 
be that the solution of some of our most per- 
plexing problems will be found in these very 
fields. 

The Navajo tribe offers an especially fertile 
field for the study, from this angle, of some 
of our most pressing problems. For some 12 
years I worked among the people of Hainan, 
an island in the South China Sea. The physi- 
cal and language similarity of these 2 widely 
separated groups is so close that there is no 
doubt but that they must have had a common 
racial origin, but here is an extremely inter- 
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esting fact. Cancer incidence, unusually high 
among the Hainanese, is exceedingly low 
among Navajos. In the statistical report you 
will see that there have been but 3 cases of 
carcinoma and 1 of sarcoma reported in this 
series of nearly 5,000 admissions, covering a 
period of 5 years. During 1936 in 1505 admis- 
sions there was 1 case of carcinoma in an In- 
dian. 

Here then are 2 widely separated race 
groups which supposedly had a common or- 
igin, but in the 1 case especially susceptible 
to carcinoma and in the other with a high de- 
gree of immunity. 


This same series plus the admissions in 1936 
shows only 1 case of diabetes in an Indian. 

Our laboratory records show tnat Indian 
blood sugars normally are about 10 points un- 
der those of white patients. 

Is the Indian diet, which contains so much 
meat and is so limited in fresh vegetables, re- 
sponsible for the low sugar content in the 
blood, and is there some connection between 
this and the high immunity against malignan- 
cy and diabetes? 

Navajo children are, if possible, more sus- 
ceptible to measles, mumps and chicken pox 
than are white children, but in nearly 10 years 
on the reservation, I have never seen a case 
of scarlet fever in an Indian, nor do I know a 
doctor who has. 


If scarlet fever is conspicuous by its ab- 
sence and malignancy and diabetes nearly so, 
what then are the diseases most common 
among the Navajos? The most frequent of- 
fenders in the series we are considering have 
been the following, in the order of their fre- 
quency: 

Per 

Disease Cent 
. Influenza _........ 5.8 
. Trachoma 
. Tonsillitis 
. Tuberculosis 
(variousforms) 3.0 


Disease 
. Pneumonia 
. Gastroenteritis 1. 


. Parotitis 
. Appendicitis .... 
. Gall bladder 


Impetig: f 
. Otitis media.... 2.3 
. Arthritis 

(variousforms) 2.2 


CARD RPwh- 


Each of the above diseases is responsible for 
approximately 1% or over, of the admissions 
in this series. The complete statistical report 
follows: 
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DISEASES AMONG NAVAJOS—1931-1935 Inc. 


4826 Admissions to Sage Memorial Hospital 
Per Per 


. Club foot, tali- 


. Endocervicitis .1 


pathy 


Disease Cent 


1. Aberration, 48. 


mental 


. Abortion, ac- 49. 


cidental, com- 


plete j 50. 


. Abortion, 


total about .. 
‘ Achlorhydria.. 
. Acne 
. Adenitis, 


. Adenitis, 


. Amputation of 
finger 
. Anaphylaxis.... 


. Anky 

. Anteversion of 

uterus 

. Appendicitis, 

acute 
(68% operated 
upon.) 

. Appendicitis, 

cbronic 
(86% operated 
upon.) 

. Appendicitis, 
subacute 
(Total Navajo 
Appendix .99%) 


pertrophic ae 
Arthritis, rheu- 
matic 


. Arthritis, trau- 


: Bite, rattle- 


. Bronchitis, 


total 
. Burn, friction 
. Burn, liquid 


pelvic region.. 


high 


. Carcinoma, cer- 


vix ages 175, 
63, 64 
(All Navajo) 


. Cardiac failure 
. Caries 
. Cartilage, torn 


: Cholangitis 
. Cholecystitis... 


(20% of cas- 
es operative) 


. Cholelithiasis.... 


(65% opera- 
tive—all_ fe- 
male.) 


. Coryza 
. Convulsions .... 


. Diphtheria 
. Dislocation of . colles 


pes (25% op- . Endometritis.. .02 


. Coryza 
. Concussion 
. Congestion, 


pelvic (mild) 
breast 


. Conjunctivitis 2. 5 
. Constipation.... .12 
. Contracture . .02 
. Contusion, 


total 


. Corns, cauter- 


ized (white) .. . Fracture of, 
clavicle 
left femur 


(all surgical) 


. Cyst (69% op- 


. Dacrocystitis .. 
. Deficiency, 


circulatory, 
left. foot 


. Deformity, 


p 
. Degeneration .. 
. Deliri, alco- 


holic 


. Dermatitis 
. Diabetes, mil- 


letus (1 white 
1 Navajo) 


’ Diarrhea, in- 


fective-infatit 
vertebrae 


. Displacement, 


premolar 


. Dysmenorrhea 
. Eclampsia 

. Eczema 

. Eczema, seb- 


Encephalitis, 


acute 


. Endocarditis, 





toxic (food; 
alcohol) 


toxic (gaso- 


. Gastroenteritis 1 7 
. Gingivitis d 
. Glaucoma, 

acute 

. Gonococcus in- 
fection, con- 


. Hemangioma .. 

. Hematoma 

. Hemiplegia .... 

. Hemophylia .... 

. Hemoptysis .... 

. Hemorrhage .. 

gastric. 

petechial 

parturition .... 

retina 

secondary ...... 

. Hepatitis 

. Hernia 

umbilical 

reducible 

. Herpes 

. Hordeolum .... 

. Hydrocephalis 

. Hyperplasia, 

endometrial 

. Hypertension .08 

. Hyperthyroidism .02 

. Hyperthrophy of 
rt .02 


. Hypochlorhydria .04 
. Hypothyroidism .02 
. Hysteria d 
. Impaction of 
cerumem 
. Impetigo ...... 
. Incarcerated 
gallstones in 

abd. wall 
(spontaneous 
expulsion— 
white) 


. intestinal 

. Ingrown nail 
. Injury, (fall) 
. Injury of, foot . 
spine (white) ... 


testicle 
(traumatic) .. 


. Injury, 


traumatic 


. Insufficiency 

myocardial .... 

. Iridocyclitis.. 
Tritis 


(25% surgical) 


. Laceration of, 


cervix uteri .... 
cervix uteri, 


thigh 
wrist (white) 


| Laryngitis 


(white) 


. Lipoma of 


forehead 


. Lesion 
. Lipomata 
. Lupus 


erythematosus 


. Malingering .... 
. Malnutritian 

. Mastoiditis -... 
. Mastitis, 


nonpuerperal 


. Measies 
. Melancholia .. 
. Meningitis 


cerebrospinal 
pheumococcus 
2. me 


t Menopause .... 
. Menorrhagia .. 
. Metorrhagia .. 


02 
02 
5 

16 


“ey 


“08 
06 
.06 
02 
02 
04 
06 
-l 

02 
02 
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. Nephroptosis .. .02 
. Neuralgia .02 


. B. 
See Parturition 


. Observation .... 7.5 
. Obstruction, 


intestinal 


. Opacity, cor- 


neal, inflam- 
matory 


. Ophthalmia 


neonatorum .. 


. Orchitis 

. Osteomyelitis .. 

. Otitis media.... 2.3 
. Pain from 


thumb stump 


. Paralysis 
. Paralysis, par- 


tial, Rt. leg.... 
(probably 
del’y injury) 


. Paraotitis 

. Paratyphoid .. 
. Paronychia .... 
. Parotitis, 


infective 
suppurative .. 


. Parturition .... 
. Perineum, 


relaxed 


. Peritonitis, 


: Pharyngitis, 


catarrhal 


. Pharyngitis. 


LN. B. 
. Procidentia . 
. Prolapse of 


376. Psychoneuro- 
sis 
377. 


378. 
379. 


380. 
381. 


382. 

383. 

384. Relaxation of 
inguinal ring 

385. Retention of 
urine, acute... 

386. Retroversion of 
uterus 

387. Rhinitis 

388. Rhus radi- 


389. 

390. 

391. Salpingitis 

392. Sarcoma 

393. Scabies 

394. Sclerosis, 
multiple 

395. Separation of 
epiphysis ........ 

396. Septicemia, 


397. 
398. 
389. 
400. 
401. 


402. 
403. 
404. 
405. 


406. 
407. back 

(total sprains 4%) 
408. Staphyloma of 


409. Status thy- 
molymphati- 


410. 
411. 


412. 
413. 


415. 
416. 
417. 
418. 


419. 


. Stricture, 
urethral 
. Subinvolution 
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425. 
426. 


427. 
428. 
429. 


430. 


431. 

432. 

433. T & 

434. Toxemia of 
pregnancy .... 


472. 
473. 
474. 
475. 
476. 
477. 
478. 


435. 


Adenopathy .... 
Arthritis, in- 
fective 
Bifurcation .... 
Fracture of, 


434, 
436. 
437. 
438. 479. 


480. 


481. 
482. 
483. 


ary 

. T. B. arthritis 

lymph nodes 
Hernia, incar- 
cerated 
(white) 
Lymphadenitis 
Marasmus 
Mental defi- 
ciency 


484. 
485. 
486. 


487. 
488. 


. Total T. B.’s 
. Tularemig 

. Typhoid fever 
. Ulcer of neck 
. Ulcer, scleral .. 
. Ulcer of, arm 


Retroflexion of 
uterus 
Scarlet fever .. 
(white) 
Sprain of 
chest 
(Total sprains 41% 
492. Talipes valgus .02 
493. Tonsillitis, fol- 
licular 
(4% surgical) 
(total tonsil- 
litis, 3.9%) 


489. 
490. 
491. 


. Uremia 
. Urethritis 
. Vaginitis 


DISCUSSION 


DR. E. PAYNE PALMER: After careful investi- 
gation I have not been able to find support to the 
theory that there is as much cancer among the 
Indians as among the Whites. Last year JI ob- 
tained permission from the United States Govern- 
ment to write all of the government institutions in 
the United States specializing in the care of the 
Indians, to obtain information relative to ithe 
incidence of cancer among the Indians. 
communications with these institutions proved def- 
initely that there is not as much cancer among 
Indians as among Whites. In 1908 there were from 
cancer 101 deaths to each 100,000 population 
among the Whites to 30 deaths among the same 
number for the Indians. In the period from 1928 
to 1934 deaths among the Whites from cancer were 
102 to each 100,000 population to 42 deaths for 
the same population among the Indians. I know 
from the letters I have received, that physicians 
in these institutions are making as complete diag- 
noses as are the doctors in the cities. The cases 
are carefully studied, and are attended by valuable 
pathological findings. It takes men like Dr. Salis- 
bury, who know what they are talking about, to 
give us these reliable and valuable studies. 
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CONDUCT: OF LABOR IN RE- 
GARD TO OPERATIVE 
INTERVENTION 


HENRY C. GERNAND, M.D. 
Los Angeles, California 


(Presented before the 55th annual session of the New Mexico 
Medical Society.) 

The conduct of labor can be simple; many 
women deliver spontaneously with little trou- 
ble; on the other hand, I know of no other 
branch of medicine where a doctor can get 
into, greater difficulties when unrecognized 
pathology exists or complications arise. It is 
with the expectancy of difficulty that every 
effort should be made during antepartum 
care or at the beginning of labor to note and 
evaluate the conditions present that may or 
will have a bearing on the confinement. 

All patients should have thorough general 
physical examinations, including external and 
internal pelvimetry. The use of x-ray pelvi- 
metry* is of value in border-line pelves to de- 
termine if disproportion exists. If distocia is 
expected from cephalo-pelvic disproportion or 
other pathology exists, such as severe tox- 
emia, heart disease, placenta previa or pelvic 
tumors, the patient should be sent to a well 
equipped hospital for delivery. 

Briefly, the routine at the Los Angeles Gen- 
eral Hospital when a patient enters in the 
first stage of labor is a shower, enema, pubic 
shave and a preliminary soap preparation. 
Then the following data are determined and 
recorded on the chart and labor-record board: 
time of entry and examination, blood pressure, 
presentation and position, fetal heart tones, 
frequency and character of uterine contrac- 
tions, station of the presenting part (relation 
of the most dependent part to a line drawn 
between the spines of the ischii), dilation and 
effacement of the cervix and the position of 
the os. 

We have found when the position of the 
cervical opening is far posterior or lateral, that 
a posterior position or deflexion of the head 
may be the cause and a long labor may be ex- 
pected; if the opening is accessible the prono- 
sis for a labor of average length is good. A 
note is also made if pathology exists or is sus- 
pected. Subsequent examinations and treat- 


*Johnson’s X-ray Pelvimetery Technic. 
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ments are recorded so that the progress or 
status of cases in labor can be determined 
quickly. 

Rectal examinations are routine with vag- 
inal examinations only when progress is un- 
satisfactory or questions of diagnosis are rais- 
ed. These are done in the delivery room with 
the patient’s legs in stirrups using the usual 
operative preparation, 342% iodine first being 
applied and then removed with 70% alcohol. 

In regard to analgesia, recently a question- 
naire was sent to 78 of the leading obstetri- 
cians in the country. The results indicate in- 
crease in the use of barbiturates and a de- 
crease in the use of morphine and the com- 
plete Gwathmey technic. We are using nem- 
butal grs. 4ss by mouth and, in 20 minutes, 20 
c.c. of paraldehyde mixed with 20 c.c. of starch 
paste per rectum. It is sometimes necessary to 
repeat nembutal grs. 3 and also the paralde- 
hyde depending on the patient and length of 
labor. With this it is rarely necessary to use 
a tracheal catheter as most babies cry spon- 
taneously; nor is restraint necessary as the pa- 
tients are not unduly excited. 

All patients are given liquid food at regular 
intervals. Solid foods are not given because 
of the hazard of aspiration of particles into the 
lungs when the patient vomits during or after 
the administration of an anesthetic. The fluid 
intake is watched, especially in long labors, 
and if necessary the intravenous route is used 
to combat dehydration. 

Frequent urination is advised to keep the 
bladder empty. If there are signs of disten- 
sion, the bladder is drained per catheter; the 
bladder must be emptied before operative ex- 
traction. 

The anesthetic chosen in operative obstet- 
rics depends on the condition of the mother 
and the type of operation to be performed. If 
deep relaxation is necessary, ether is best. 
The selection also depends on the expertness 
of the anesthetist. Local anesthesia is gaining 
favor with many doctors. 

Indications for operative intervention have 
been defined as those conditions which re- 
quire or make advisable a given operation. 

Contra-indications are conditions making a 
given procedure dangerous. 

Necessary conditions are those which must 
be present before a given operative procedure 
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is carried out, but whose absence does not 
contra-indicate the procedure, but rather in- 
dicates the necessity of preparatory operation. 
The indications are of 3 classes: (1) those con- 
ditions which determine the necessity of oper- 
ative interference to terminate labor; they are 
composed almost entirely of general conditions 
indicating danger to mother or child; such 
conditions of the mother as heart disease, ab- 
ruptio placenta, placenta previa, pre-eclamp- 
tic and eclamptic toxemia, exhaustion of the 
mother, (insufficiency of expulsion power), 
impending rupture of the uterus and previous 
cesarian section; those of the fetus are per- 
sistent irregularity in the fetal heart rate or a 
heart rate over 160 or below 100 per minute; 
the presence of meconium in cephalic pres- 
entations or prolapse of the umbilical cord; 
(2) those conditions which require espisiotomy 
or manual dilation of the cervix, if the cervix 
is soft and easily dilatable; with adherent 
membranes just rupture of them may cause 
dilation or it may be necessary to use a bag; 
if the cervix is well effaced, Duhrrsens’ inci- 
sions may be used, otherwise vaginal cesarean 
section, (when the baby is small) is necessary; 
in a contracted pelvis, no operation is prac- 
tical to increase its diameter and if a fetal- 
pelvic disproportion exists indicated by pel- 
vic measurements or a test of labor, cesarean 
section is indicated; and (3) the station of the 
presenting part, the type of presentation 
whether it be cephalic, breech, or transverse, 
the presence of unfavorable attitudes in 
cephalic presentations producing face or brow 
presentations, the position of the presenting 
part as occiput or mento-posterior or trans- 
verse, and when the hand has prolapsed, 
whether the membranes are intact or rup- 
tured, the presence of contraction rings or a 
thinned out lower segment of the uterus, tu- 
mors of the uterus or its appendages, or mal- 
formations of the fetus as anacephalus or hy- 
drocephalus. 


These depending on the condition of the 
passage, indicate the type of operative extrac- 
tion to be performed—forceps, version and ex- 
traction, mutilating operations, or cesarean 
section. 


In a given case then we must consider: do 
the conditions necessitate termination of la- 
bor? If they do, then the condition of the 
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passage and the local conditions indicate the 
type of operative extraction to be performed. 


Forceps are indicated when the head in nor- 
mal flexion attitude is well engaged in the pel- 
vis (greatest diameter of the head has passed 
the pelvic inlet). They, however, may be used 
in face presentations and during a breech ex- 
traction on the after-coming head. The cervix 
must be completely dilated, the membranes 
ruptured, and an accurate diagnosis of the po- 
sition of the head should be made. If pal- 
pation of the sutures and fontanelles does not 
give sufficient data, it is best to pass the hand 
along the head until an ear is felt, to deter- 
mine the point of direction of the occiput. 


In occiput-posterior positions it is best to do 
a manual rotation of the head to an anterior 
position and then apply the blades. It has 
been my practice in occiput-right-posterior po- 
sitions to insert the left hand, grasp the occi- 
put, rotate it to the right-anterior position and 
then apply the right blade before withdrawing 
the hand to keep the head from rotating back. 
In acciput-left-posterior positions, the right 
hand is used to rotate and the left blade is ap- 
plied first. If it is impossible to do a manual 
rotation then the less preferable Scanzoni ma- 
neuver may be used. 


In occiput-transverse positions, manual ro- 
tation is again the method of choice. However, 
if the head is too tightly fixed the blades are 
applied obliquely on the head. After a few 
tractions are made the head is rotated anterior 
and the blades are readapted to the sides of 
the head. 


In the occiput-anterior positions the left 
blade is always applied first so as to make it 
unnecessary to cross the handles of the blades 
to lock them. 


Before any traction is made the blades 
should be checked in relation to the sagittal 
suture and also to be sure that they are inside 
the cervix. Traction is made at 30 to 60 sec- 
ond intervals and should be down in the long 
axis of the birth canal until the occiput stems 
under the symphisis. Then the pull should be 
up to extend the head, imitating the normal 
mechanism of labor. Undue force should not 
be necessary in a forcep extraction as such is 
not intended to overcome cephalo-pelvic dis- 
proportion. Their main function is to provide 
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traction to replace deficient or lacking uterine 
force, and for rotation. 

Podalic version and extraction is indicated 
in transverse presentations; in cephalic pre- 
sentations with the head floating or high and 
especially when deflection of the head exists, 
causing brow or face presentations, or when 
the hand is prolapsed. The pelvis must be ad- 
equate, (true conjugate of 8.5 cm. or more). 
The cervix must be completely dilated, either 
naturally or artificially and the membranes 
should be intact or recently ruptured. It may 
be contra-indicated if the membranes have 
been ruptured for sometime and the uterus is 
tightly contracted around the child. Deep an- 
esthesia and the use of 10 minims of adrena- 
lin by hypodermic may relax the uterus 
enough to make the operation possible. The 
possibility of rupture of the uterus, however, 
should always be borne in mind and the uterus 
explored following the operation. 

If one expects to do a version as in shoulder 
or other transverse presentations, a rubber 
bag may be placed in the vagina and distend- 
ed to make counter pressure and preserve the 
membranes intact until the cervix dilates 


enough to make version and extraction pos- 
sible. 


Podalic version is also indicated when there 
is prolapse of the cord. If the cervix is not 
dilated or dilatable manually, a Vorhees bag 
may be used to complete dilation. The pa- 
tient is kept in the Trendelenburg position un- 
til delivery is effected. In a primigravida with 
a thick cervix, it may be best to do a cesarean 
section. 

Braxton Hicks version may be indicated in 
placenta previa such as, the partial or mar- 
ginal type as a method to control hemorrhage. 
If possible, however, a Vorhees bag should be 
used, first rupturing the membranes and dis- 
tending the bag inside the amniotic sac. Then 
by traction on the bag enough counter pres- 
sure can be made to stop the bleeding. When 
dilation is complete, podalic version and ex- 
traction may be done with a fair chance of get- 
ting a living baby, while with the Braxton 
Hicks method the baby is nearly always sac- 
rificed. 

In the marginal or low implantation type of 
placenta previa it may only be necessary to 
rupture the membranes so as to let the pre- 
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senting part come down and make enough 
compression to control the bleeding. In the 
central type, cesarean section is indicated. The 
bleeding is controlled by packing the vagina 
tightly with pledgets of cotton dipped in %% 
lysol (Dublin pack). 

Mutilating operations are indicated in fetal 
monstrosities or malformations such as hydro- 
cephalus, in neglected cases of transverse or 
shoulder presentations and when the fetus is 
dead. 

The possibility of cesarean section should be 
thought of in any case and the conduct of la- 
bor should be such, if possible, not to create 
conditions making it contra-indicated or haz- 
ardous. Unsterile vaginal examinations 
should not be made. Extreme care and judg- 
ment should be used in the evaluation of con- 
ditions before making an attempt at delivery 
from below which may be unsuccessful. A re- 
view of the mortality in cesarean secton indi- 
cates that in those clinics where the incidence 
of cesarean section is low the mortality is 
high and visa versa, where the mortality is 
low, the incidence is high. The mortality 
varied from .78 to 10%. This means just one 
thing and that is where the mortality was high, 
cesarean section was done only as a last resort. 
A proper evaluation of conditions indicating 
section were not made early enough; or im- 
proper handling of the cases may have been 
the cause, such as frequent unsterile vaginal 
examinations or attempts at delivery from: be- 
low before section was done. 

Conditions making delivery through the pel- 
vis impossible or hazardous are fetal-pelvic 
disproportion, obstructing tumors, certain an- 
omalies of the uterus, previous operations of 
the uterus such as, Watkins interposition op- 
eration, carcinoma of the cervix or an ex- 
tremely rigid cervix that will not dilate after 
an adequate test of labor. Indications of im- 
minent danger to mother or child are abruptio 
placenta, pre-eclamptic toxemia becoming pro- 
gressively worse under medical management 
or central placenta previa. These call for 
cesarean section even though the conditions 
calling for delivery from below are present. 
Previous cesarean section, I believe, should al- 
so be included in this class because of the dan- 
ger of rupture of the old scar. Malpresenta- 
tions such as transverse, brow or shoulder, if 
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the baby is alive, may indicate cesarean sec- 
tion, when a cephalo-pelvic disproportion is 
suspected, especially in elderly primigravida. 

In border line pelves with normal presenta- 
tion a test of labor is indicated to determine 
whether cesarean section should be done. 
Much has been said about what constitutes a 
test of labor. Some men define a test as 2 
hours in the second stage with strong contrac- 
tions and without engagement or progress of 
the head. Others give an arbitrary time limit 
of 25 hours in labor without engagement of 
the head as justifying a cesarean section. I feel 
that no arbitrary time limit can be made to 
constitute a test, but rather that it depends on 
judgment in evaluating the strength and fre- 
quency of the uterine contractions in propor- 
tion to the progress made. In regard to the 
length of time, I am influenced by the condi- 
tion of the mother and the baby, and whether 
or not the membranes are ruptured. 

The desire for a child must be taken into 
consideration. 


The low cervical cesarean section should al- 
ways be done when possible in preference to 
the classical because of the protection afford- 
ed against peritonitis, better healing of the in- 
cision and an easier convalescence. The mor- 
tality is 50% less than with the classical op- 
eration. 

The Hirst operation may be advisable when 
cesarean section is indicated and the patient 
is potentially infected either by unsterile ex- 
aminations or unsuccessful attempts at deliv- 
ery through the pelvis. In this operation after 
the abdomen is ovened the parietal peritoneum 
is sutured to the visceral, covering the uterus 
around the area through which the incision is 
to be made into the uterus—preventing spill 
into the abdominal cavity during extraction. 
The uterus and abdomen is closed in the usua! 
manner, leaving the uterine peritoneum stil] 
attached to the visceral. The original Porro 
operation may be indicated in the frankly in- 
fected or septic cases. In this operation after 
the abdomen is opened the uterus is even- 
trated, the broad ligaments and tubes clamp- 
ed, cut, and sutured. Then the peritoneum is 
sutured to and around the lower uterine seg- 
ment. If the baby is alive the uterus may be 
opened and the child extracted. The body of 
the uterus is then amputated and the stump 
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sutured, leaving an opening for a drain. The 
abdomen is closed in the usual manner except 
that the cervical stump is sutured to the fas- 
cia and an opening left for the drain from the 
cervical canal out through the skin. This op- 
eration is not to be confused with the so-called 
modern Porro which is simply a cesarean sec- 
tion followed by hysterectomy in the usual 
manner and is indicated with tumors of the 
uterus, ablatio placenta with marked destruc- 
tion of the uterine musculature and for sterili- 
zation. 

I have tried to give briefly: 

1. The importance of an early evaluation 
of conditions indicating an easy or difficult la- 
bor. 

2. The necessity of a careful check and col- 
lection of all data as to the progress of labor 
to determine what course to pursue. 

3. Keeping the patient in good condition 
for operation by frequent liquid feedings, an- 
algesia for rest and rigid asepsis in vaginal ex- 
aminations to minimize the danger of infection. 

4. A simple plan for evaluating the indi- 
cations and conditions to make a given opera- 
tion advisable or contra-indicated. 

5. A short description of some of these op- 


erations. 


1. Lazard, E. M.: Indications in Obstetric Surgery; Am. Jr. 
dbs. 76: No. 6, 1919. 

. DeLee & Greenhill: Obst. & Gyn. Year Book, 1931. 

. Jr. Mo. State Med. Assoc., 378-384, Oct. 1936. 

. MeNeile, Lyle G.: Outline of Manakin Practice, 1937. 





FACTS AND FALLACIES IN 
CARE AND TREATMENT 
OF CHILDREN 


HENRY DIETRICH, M.D. 
Los Angeles 


(Presented to the 46th annual session of the Arizona State 
Medical Association, Yuma, Arizona, April 1-3, 1937). 


I presume to voice general observations and 
thoughts. I literally mean presume because 
much of what I say will sound elemental or 
self-evident. 


In discussing the child we must divest our 
minds of the prevalent idea that we are mere- 
ly dealing with a miniature adult. The differ- 
ences which are many are physiologic, ana- 
tomic and immunologic. We have become 


child-health minded and conscious of our great > 


duty as medical men to render every assist- 
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ance in promotion of health and protection 
from disease. This must become the primary 
object of our profession; the cure of disease 
and the sick then will cease to monopolize our 
thoughts and efforts and result in fewer sick 
to be cared for. 

Several epochs of a child’s life still receive 
too little medical attention. One of these 
epochs is the neo-natal. During this time the 
infant, if it could express itself, would say 
that it many times receives inadequate and 
thoughtless care and at times even neglect. 
The mortality during this 2 weeks is as great 
as during the remaining 50 weeks of the first 
year. Many factors, some of which can at least 
partly be eliminated, enter into this deplorable 
record. I mention only 2 which, if corrected, 
would help to reduce this excessive mortality. 

First: we do not fully appreciate the tre- 
mendous transition when the babe, a part of 
the mother, suddenly is expelled and is com- 
pelled to make prompt and extensive adjust- 
ments. It must breathe, regulate its heat pro- 
duction and dissipation, make alterations in 
the circulation and take food by mouth and 
digest and absorb it. Bearing this in mind we 
will be on the alert for deviations from the 
normal, understand signs and symptoms as 
they occur and will meet them intelligently, 
always remembering that any pathology at 
this period may quickly become a medical 
emergency. 

Sceond: improper and injudicious medical 
care during birth is still responsible for many 
cripples and human derelicts. Compression of 
the skull from excessively long births, pro- 
tracted dry labor, or unskillfuly instrumental 
deliveries are responsible for birth injuries— 
hemorrhages and severe asphyxia—which may 
be permanent. In this neo-natal period, more 
than at any other time in the child’s life, at- 
tention to details and slight deviations from 
the normal are imperative. What in the morn- 
ing may seem mild, almost inconsequential 
sign or symptom, may threaten life by after- 
noon or even sooner. 

Too frequently the new born is turned over 
to untrained attendants who not only are not 
capable of recognizing symptoms and signs 
but, worse still, possess enough ego to care 
for and prescribe for the child until it gets 
worse. By the time the physician’s attention 
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is called to the conditions, the damage may be 
irreparable. The new born is not a by-product 
of the mother. The physician should leave ex- 
plicit orders to be called if new developments 
occur, and should respond with a personal 
thorough examination of the child. 

The new born is practically immune to scar- 
let and to measles but he is unusually suscep- 
tible to all other common infections by way of 
the respiratory and G. I. tracts. The import- 
ance of the skin as an atrium of infection has 
not received due recognition. Sepsis is a com- 
mon termination of infections of all kinds in 
the neo-natal period and is overlooked because 
it may run its course with little or no tempera- 
ture elevation. 

The study of the new born needs to be sys- 
tematic so that we may play our part in re- 
ducing its mortality. 

The fact that we are able to feed infants 
successfully on artificial food is not proof that 
breast milk feeding is any less important to 
the average child now than in the past. It 
means merely that we have gained some per- 
fection in the use of artificial foods and can 
offer the child a better chance when necessity 
decrees such a course. 

The nursling receives some of its immune 
bodies through the colostrum and early milk 
supply. Schloss has shown conclusively that 
during the neo-natal period it is possible for 
protein to pass through the intestinal mucosa 
unchanged and appear in the blood. Foreign 
proteins from artificial food then may easily 
sensitize the infant and pave the way for al- 
lergic manifestations. 

The death rate during the first year 
amongst bottle fed babies is still several times 
greater than amongst breast-fed. Digestive 
disturbances quickly become serious in the 
infant and are definitely more prone in those 
artificially fed. Breast milk in sufficient quan- 
tity contains all the food elements required by 
the infant up to about the fourth month. After 
this time other foods as cereal and vegetable 
must be added to maintain full health. 

The great majority of infants can be given 
maternal feeding if we take the time to con- 
vincingly explain its advantages to prospec- 
tive and to recent mothers. We must carefully 
instruct the mother how to feed her child in 
the natural way. Elaborate instructions are is- 
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sued when ordering artificial food, but the 
technique of breast feeding is left to the moth- 
er or attendant. 

The history of diet in medicine might well 
be called a comedy of errors particularly when 
speaking of dietary instructions to the nursing 
mother. The mother requires excessive fluid 
and her diet should consist of the food which 
agreed with her before she became a mother 
and it should be well balanced. A nursing 
mother has a right to enjoyable meals and not 
find half the dishes bearing labels “Not good 
for nursing mothers.” One and a half to 2 
quarts of extra fluid are ample; the breast is 
a secretory gland, not a sieve. We are not able 
to increase the milk supply by any certain 
foods. We know of only one real galactagogue 
—the regular thorough emptying of the breast. 
Dairymen and stock breeders were aware of 
this long before we were. 

The question of prevention of initial loss of 
weight has sprung into prominence in late 
years. Some can be prevented by feeding su- 
gar mixtures until the milk comes. Scientifi- 
cally, this is of interest but does it follow that 
it is necessary or desirable to do this in the 
normal intant whose weight loss is not exces- 
sive and where the milk supply becomes avail- 
able at the usual time? I answer: “No.” In 
instances where the milk supply does not set 
in at the usual time or if the loss is excessive, 
we must supply food. When we do so, why 
not give it in calorically adequate amounts 
in the form of a milk mixture? Sugar solu- 
tions are good culture media and these solu- 
tions are frequently given without regard as 
to whether they are sterile or not, and this 
may account for some of the diarrheas occur- 
ring at this time. 

We should not be dogmatic about the feed- 
ing interval. Some do well on 3, others on 4 
hour intervals. The point is to maintain reg- 
ularity in feeding and to be certain that the 
infant receives enough food to make him 
grow and develop. This requirement is ful- 
filled if the child gets near 50 calories per 
pound weight in 24 hours. This expressed in 
terms of breast milk represents 2% oz. of 
breast milk per pound in 24 hours. 

Non-success in breast feeding is often as- 
cribed to the poor quality of the breast milk. 
This is common erroneous belief. The lack of 
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gain is not due to qualitative deficiencies 
but almost always to inadequate quantity. 
Lack of gain, restlessness, crying, poor stools 
and colic generally are signs that the infant is 
getting insufficient milk and this can: simply 
be verified by weighing the infant before and 
after feeding for 24 hours and computing the 
quantity in ounces or calories. The remedy 
need not be weaning; the addition of artificial 
food up to the required amount will solve this 
problem. 


Another common reason for weaning an in- 
fant is colic. Many swallow air during the 
feeding and this causes distress. Fully 75% of 
these children will respond to self-evident 
measures. The child must eat more slowly; 
introduce short intermissions and during these 
pauses aid the child in expelling the swallow- 
ed air. Do not wait until the child has fin- 
ished its meal; expulsion is then more diffi- 
cult. In this manner, a child who has 
been a source of worry to its mother begins 
to sleep peacefully and with the causative fac- 
tors in both infant and mother eliminated, 
successful breast feeding is cheerfully con- 
tinued. 


Constipation is frequent in childhood. In 
many instances it dates back to errors in in- 
fancy. The breast fed infant has on an aver- 
age 1 to 3 stools a day. It is not unusual, how- 
ever, to meet with individuals who defecate 
only once in 1-3 days and show no untoward 
symptoms. The stool when it is passed is not 
constipated. Hands off! No harm is being 
done and the condition generally regulates it- 
self if we can resist the temptation to give 
cathartics and enemas. The normal breast 
fed child fortunately will, as a rule, do well 
if we remember that its real requirements are 
only 3, namely, proper food, warmth and re- 
pose. 

Artificial feeding still seems to be a bug-a- 
boo to many practitioners, principally, I be- 
lieve, because of a lack of knowledge of a few 
fundamentals and a lack of genuine interest. 
The average healthy child displays a wide tol- 
erance for food and will therefore thrive on 
a variety of formulae. Almost all children will 
thrive if given sufficient good clean milk. 
When a child does not respond satisfactorily 
we may be almost certain of an infection or an 
anomaly in the child. Good clean mlk is the 
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basis of all artificial feedings. The credit for 
successful feeding should be given where it 
belongs—namely to the cow, and not to the 
manufacturer of some particular carbohydrate 
to enhance the caloric value. 


If we do not feed a child too often in 24 
hours the amount taken at a feeding need noi 
worry us much; some children take a little 
more, others a little less than is mentioned in 
text books. The quantity may vary at indivi- 
dual meals; why should it not be so When we 
weigh breast fed babies before and after meals 
we find variations to be the rule, but the 
quantity taken in 24 hours is quite constant. 

Vitamins should be supplied by giving 
orange juice and cod liver oil. One to 2 ounces 
of orange juice and 2 to 3 teaspoons of good 
cod liver oil a day generally meet the indica- 
tions. 

There is no such thing as normal weight and 
height. Individual differences exist in all func- 
tions and reactions of the body which cannot 
be termed abnormal. When the government 
and various organizations issued straight line 
weight and height charts, much good was ac- 
complished. They called our attention to aver- 
age weight and height, but average does not 
mean normal. I quote Dr. A. F. Washburn: 
“The computing of averages destroys the very 
picture of individual variation in which we 
are interested. At the vresent time medical 
knowledge includes much more data on aver- 
ages than it does on the subject of possible 
healthy deviations from the average.” If we 
could bring these 2 statements to the attention 
of all who care for children, it would do away 
with many conflicting ideas and statements 
detrimental to growing children. Charts are 
being issued giving a height and weight zone 
for each age. This is a big advance because it 
at least makes some allowance for individual 
differences. We admit that heredity is always 
one factor in determining the offspring; we 
know that the human race can be divided into 
fairly distinct types, the environment, temp- 
erament, climate and many other factors ex- 
ert their influence on body build. Weight and 
height charts are merely a guide to partial es- 
timation of a child—much that is below and 
much that is above the average still being 
definitely within physiological limits. Many 
children of a certain type, mentally and physi- 
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cally very active and enjoying good health, 
temporarily or even permanently remain be- 
low or above the average. The child must be 
appraised as a whole, from many standpoints 
and angles and not according to weight and 
height alone. 


To put the under-average-weight child to 
bed with forced feedings is as pernicious and 
fallacious as to treat routinely the over- 
average-weight child with endocrine products. 
Both require careful study, observation and 
appraisal before determining whether or not 
special treatment is required. 

I refer now to the child who is mentally 
and physically more active than the average, 
frequently with no ascertainable pathology, 
who is somewhat or at times decidedly under- 
average weight, fails to gain adequately, and 
may be a capricious and poor eater and rest- 
less sleeper. In school this child is often a 
leader. The parents, well meaning friends and 
too often the physician decide the child needs 
a tonic. I offer this illustration to develop the 
theme that we cannot be content with a physi- 
cal examination of the child and a short his- 
tory -of its ailments, but we must investigate 
and learn all we can about the child’s daily 
life. How much time does it spend at school, 
how much at play, what activities does it have 
outside of school, what is its total amount of 
sleep? In other words, what is the 24 hour 
routine? This generally cannot be done when 
the child is first seen during an acute illness 
and when the attention of all concerned is cen- 
tered on sickness. The child should be seen at 
a time when not sickness but health can be 
discussed. When this is done we realize the 
important part which fatigue occupies in the 
complaints of childhood. 

The history of the child I have cited will 
likely show that it is leading a far too strenu- 
ous life. The mother will tell you that it has 
lessons in music, frequently in aesthetic or tap 
dancing, and perhaps even elocution in addi- 
tion to the regular school work. It is not 
enough that the child is hurriedly dragged 
from place to place during its extra-curricular 
hours, but as it is bright, agile and has good 
coordination, it excels in music, dancing, etc. 
The teacher now suggests that as the child is 
so talented she should have extra lessons and 
appear at the recital. The ordinary 5-day week 
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is no longer adequate so Saturday is also util- 
ized, resulting in constant fatigue with all its 
manifestations. This child needs no tonic; the 
remedy it most needs cannot be bought at the 
pharmacy. A complete change of the daily 
program with mental and physical rest periods 
carried out for months or a year will bring a 
striking result. 


Life has become complex and the strain on 
many children is even greater than on adults. 
The importance of the fatigue factor in men- 
tal and physical ailments of children cannot 
be over-emphasized. From 10 to 11 hours of 
sleep are necessary for the school child and 
for children up to 6 and 7 years a noon-day 
nap of 1% to 2 hours is necessary for optimum 
health. Why be so solicitous regarding the 
administration of extra doses of vitamins to 
these children and disregard the admin- 
istration of definite instructions regarding 
sleep and rest? Is it partly because the phar- 
maceutical house and its detail man do not 
include fatigue in their dissertation on the 
treatment of children? , 

Respiratory infections and their complica- 
tions play a major part in the mortality of 
childhood. We can boast of no specific reme- 
dies or prophylactic measures for them. Segre- 
gation is our only hope of influencing their 
terrific morbidity and mortality rate. Respira- 
tory infections are the precursors of broncho- 
pneumonia, otitis, mastoiditis or even sepsis. 
We must make every effort to prevent the in- 
fant and young child from coming in contact 
with these infections when they are brought 
into the home by older, run-about children. 
True! This is easier said than done but we 
must systematically endeavor to educate the 
laity in respect to the highly infectious nature 
of all respiratory infections. The laity is just 
now full of enthusiasm concerning the cancer 
and syphilis problem. Why can’t we attempt 
to direct some of this enthusiasm toward the 
prevention of respiratory infections, which are 
responsible for great loss of life and almost 
unbelievable economic loss? 

Many therapeutic measures are carried out 
in the treatment of respiratory infections. How 
much we accomplish by many of the proce- 
dures is still open, not only for discussion, but 
also for critical, clinical evaluation. 

Many children have so much done for them 
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that an essential part of any treatment, name- 
ly, rest, is interfered with. Certain general 
procedures we can agree upon such as, rest in 
bed, adequate fluids, proper food, warm air 
and favorable humidity. We do harm by ex- 
posing these children to cold air and by starva- 
tion. There is no need for daily catharsis, or 
cathartics at any time, if the child has a daily 
evacuation of the bowels. These patients are 
already losing body fluids, due to their in- 
creased respiratory rate, fever and perhaps 
diarrhea. Too little attention is paid to the 
humidity of the inspired air. The temperature 
of the air should be around 70% and humidity 
should be supplied when necessary by the in- 
troduction of steam. Manipulations and treat- 
ment should be arranged so that the child 
gets adequate periods of undisturbed rest. 


Swabbing of the throat with antiseptic so- 
lutions accomplishes ilttle or nothing, adds 
greatly to the child’s discomfort and makes it 
difficult to carry out useful procedures be- 
cause of the apprehensive attitude of the child. 
The promiscuous use of nose drops is of lit- 
tle benefit except where it becomes necessary 
to facilitate the child’s breathing or prevent 
stasis of secretions. Watery solutions should 
be employed. The nose is an extremely sensi- 
tive organ and unless we have good reason to 
believe that we can definitely benefit the child 
by local applications or instillations, it had 
better be left alone. Many mothers and at- 
tendants who, at the slightest indication of a 
naso-pharyngitis, begin the instillation of med- 
icated drops, silver salts, menthol, ephedrine, 
etc., and in many instances continue their use 
for weeks, or in the winter-time for months. 
Argyrosis, due to the nasal instillation of sil- 
ver salts, has repeatedly been reported. When 
we consider the anatomy of the nose and the 
strength and the amount of the silver solution 
employed, how much can we expect to influ- 
ence bacterial infection? 

Bacteria do not limit their activities to the 
surface of membranes; they invade tissues. 
Menthol has been shown to be dangerous, par- 
ticularly in infancy. It may produce reflex in- 
hibition of the heart and respiration and give 
tise to toxic symptoms. Oily nose drops, in- 
stilled into the noses of fighting infants and 
children, explain some cases of lipoid pneu- 
monia. Some children today are made miser- 
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able, apprehensive, difficult to approach and 
nauseated because of indiscriminate, unneces- 
sary manipulations directed to the throat and 
nose. I am not condemning all nasal instil- 
lations, but I venture to say that 75% of them 
are useless and perhaps even harmful. 

Let us frankly admit that at present we are 
principally dependent upon fresh, warm air. 
rest in bed and proper amounts of fluid and 
food, in the treatment of acute respiratory in- 
fections. To acknowledge our limitations is 
irksome. We are lead to employ remedies and 
measures because, in isolated instances, we be- 
lieve we have seen good results. In the treat- 
ment of respiratory infections we may well 
bear in mind that our first duty is not to do 
harm. 


We continually hear that we have been 
guilty of withholding sex information too long 
from our children. It is true; we probably 
erred in that direction, but now we are going 
too far in the opposite direction. The laity, 
at present, is extremely health’ and sex con- 
scious. They read and discuss at clubs, small 
gatherings, parties, etc., articles written on 
this subject by various authors, some of whom 
have the right to speak and others who write 
because they love the sensational. Our read- 
ings and opinions must be tempered with a 
jittle common sense. To try to impart this 
knowledge to children, so young that they 
cannot begin to grasp or understand it, can 
have only one result—increased sex curiosity. 
When the child is capable of understanding 
and the questions come up, they should be met 
carefully, frankly and truthfully. 


The general idea that the infant and young 
child are poor surgical risks needs to be modi- 
fied. They are fair risks and withstand even 
major surgical procedures quite well, depen- 
ding on the following 3 factors. 

(1) The fact that a man is a good surgeon 
for adults does not necessarily make him a 
good surgeon for infants and children. He 
should have some experience in the surgery 
of childhood; he must be meticulously gentle 
in the handling of parts, avoiding all unnec- 
essary manipulations and explorations and be 
able to operate rapidly and well, lessening 
hemorrhage during the operation to a mini- 
mum and taking every precaution against 
post-operative hemorrhage. 
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(2) Pre-operative care often decides the 
outcome of a surgical procedure at this age. 
Any dehydration must be corrected by hypo- 
dermoclysis or intravenous administration of 
fluids in the 24 hours preceding the operation. 
Anemia must be met by transfusion. A de- 
hydrated child due to blood concentration 
may show a deceivingly high hemoglobin con- 
tent and red cell count. 

(3) If the surgeon is not fully conversant 
with the care of children he had better turn 
the post-operative care over to some one who 
is. To state it tersely: many times it is not 
the children who represent the risk but the 
surgeons and personnel who are not suffi- 
ciently trained to care for children. 


Some one has said every person would be 
better off with his tonsils out. We shall not 
discuss such a statement. We state, however, 
that too many tonsil and adenoid operations 
are performed in early childhood without good 
indication or purpose. Far too frequently chil- 
dren are deprived of their tonsils for such gen- 
eral reasons as lack of gain, underweight, poor 
appetite, enuresis, bad breath, frequent colds 
or bronchitis. Tonsils have a function and are 
important to a child until it has established 
some immunity to respiratory infections. Sus- 
ceptibility to colds and bronchitis varies great- 
ly in individuals and the removal of healthy 
tonsils does not bring about an improvement 
in this susceptibility; in fact it may and often 
does increase it. We must distinguish more 
clearly between general infections and infec- 
tions having a definitely local focus in the ton- 
sils and adenoids. 


The indications for tonsil and adenoid opera- 
tions can be fairly well stated under 3 head- 
ings: (1) marked hypertrophy causing signs 
of obstruction and interfering with proper 
breathing and drainage; some hypertrophy is 
physiological during the first and second year; 
(2) repeated definite tonsillar infections; and 
(3) persistent glandular enlargement indicat- 
ing a tonsillar focus. 

There is good reason to believe that in young 
children marked adenoid growth may be the 
principal source of trouble and that adenoidec- 
tomy alone meets the indications. So common 
is the practice of always doing a combined 
adenoidectomy and tonsillectomy that we have 
not sufficient data to determine in certain in- 
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stances whether the result is due to the com- 
bined operation or to adenoidectomy alone. 
It would be well worth while to modify our 
usual procedure in selected cases to obtain 
conclusive data. In the child from 1 to 5 years 
who is a frequent sufferer from otitis media, 
good results are obtained from adenoidectomy. 
Many times parents are promised far too much 
from tonsillectomy. 


After tonsillectomy especially in those un- 
der 5 years of age, a marked growth of 
lymphoid tissue frequently takes place on the 
post-pharynx. This seems to be an attempt to 
replace the lymphoid tissue which has been 
removed. This lymphoid tissue may become 
infected. 


Abdominal pain in childhood always de- 
mands serious consideration. The patient 
should be examined in every instance; and, 
equally important, cathartics are definitely 
contra-indicated. The so-called “touch of ap- 
pendicitis” when not given prompt care may 
result in one more unnecessary death. 


In some fields of practice, laboratory data 
are essential for sound diagnoses; in others 
time spent away from the bedside often can be 
counted as lost. Two of the few emergencies 
in infancy, acute intussusception and acute ap- 
pendicitis, may well be classed in the latter 
group. Childhood was once described as the 
period when the individual has belly-aches 
and measles. Abdominal pain is common and 
usually due to infection, idiscretions in eating 
and many other causes than to intussuscep- 
tion and apvendicitis; but over-looked or mis- 
diagnosed cases of either of the latter condi- 
tions will prove more disastrous than a hun- 
dred instances of the former. 


The differentiation between cramps and in- 
tussusception in an infant may be in a spot of 
bloody mucous on a glove used for rectal ex- 
amination, or a barely palpable abdominal 
mass discovered only after many minutes of 
patient waiting for relaxation of tense ab- 
dominal muscles. 


Whether abdominal pain and tenderness is 
due to an inflammatory process will not be de- 
cided by the blood counting chamber or the 
fluoroscope. The diagnosis of an acute surgi- 
cal abdomen must remain essentially a clini- 
cal and not a laboratory problem. 
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Marked changes have taken place in our 
knowledge of tuberculosis of childhood. Infec- 
tions from tubercle bacilli may nearly run their 
course without manifestations of illness. Child- 
hood tuberculosis is generally not accompan- 
ed by loss of body tissue. Therefore, if we sus- 
pect tuberculosis only in those individuals of 
under-average weight and otherwise below 
par, we shall overlook a large number of in- 
fections in children. 

Some one stated several years ago that if in 
the diagnosis of childhood tuberculosis we 
arbitrarily set the value of the tuberculin test 
at 100%, the x-ray has a value of 25-40%, 
and the stethoscope 1-2%. If we accept this 
why put many patients to the expense of x-ray 
examinations instead of first utilizing the sim- 
ple and inexpensive Mantoux test. If this test 
is positive an x-ray examination is indicated 
and justified. Childhood tuberculosis in the 
majority of children shows few or no physical 
findings in the chest, even to the expert diag- 
nostician. A negative physical examination 
should not lead one to tell a patient that he is 
free of infection. 

This next is highly controversial. There 
are still 2 groups who hold widely different 
opinions. The part which the thymus plays in 
sudden death has been exaggerated greatly. 
We do not understand the physiology of the 
thymus. It varies considerably in size. It gen- 
erally is larger in well nourished than in 
poorly nourished children; in dehydrated and 
debilitated children it is markedly diminished 
in size. Jackson has »bserved by broncho- 
scopic examination compression of the tra- 
chea by the thymus gland. At autopsy com- 
pression signs are almost universally absent. 
Pancoast produced roentgen evidence of com- 
pression. An enlarged thymus gland perhaps 
may produce cyanosis, stridor and cough, but 
this hardly proves that sudden death is due to 
an enlarged thymus gland. Death occasionally 
may be due to adrenal insufficiency, but in 
most sudden deaths careful autopsy examina- 
tions disclose satisfactory causes of death oth- 
er than the enlarged thymus which may exist. 
What part the thymus plays or may play we 
do not know. The last chapter on this subject 
will be written in the future. 

H. W. Hudson reports at the Boston Chil- 
dren’s Hospital from 1930-34, 16,195 children 
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were anesthetized and among these there were 
225 deaths from all causes. He was unable to 
find a death. which he could attribute to the 
thymus. S. Farber, reviewing 2000 autopsy 
protocols at the same hospital, covering a 
period during which 50,000 children were op- 
erated under anesthesia, even goes so far as to 
say that he was unable to find a thymus which 
could be considered pathologically enlarged. 
Even if we are willing to regard an enlarged 
thymus as one factor in the condition called 
status thymicolymphaticus we are still not jus- 
titied in assuming that x-ray shrinkage of this 
will materially change the condition as a 
whole. As intimated before, these patients do 
not die of asphyxia. Routine preoperative 
x-ray examinations for evidence of enlarged 
thymuses are not necessary and should be dis- 
couraged. 


Prophylactic Measures 


We constantly hear that public health ser- 
vices are encroaching upon the practice of the 
pediatrician and physician. Every child has a 
right to and should have the benefit of any 
and all proven protective measures. We should 
call the attention of the parents at the proper 
time to the desirability of utilizing these pro- 
phylactic procedures. If we will do this we 
shall have less occasion to find fault with pub- 
lic health services. If we fail in this obligation 
some one else will meet it. Every child should 
be vaccinated during the first year. The reac- 
tions are generally slight and the danger of 
encephalitis is decidedly less than in older 
children and adults. Revaccination is advised 
at school age. 


Between 6 months and 1 year the child 
should be protected against diphtheria and 
this is to be followed by a Schick test 2 to 4 
months later to verify the success of the im- 
munization. Another Schick test 5 to 7 years 
later will determine whether the child requires 
a second immunization. 

Pertussis immunization is now being done. 
From the data there is reason to believe that 
it has value but its true value will not be 
known until a sufficient number of those now 
presumably immunized will have passed 
through an epidemic of pertussis. What shall 
be our attitude toward the public regarding 
this measure? Whooping cough and its seque- 
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lae in infants and young children are serious. 
If we can protect even a percentage we shall 
do a great good. I suggest that we attempt im- 
munization at least in infants and young chil- 
dren but only after we have given the parents 
full and truthful information in regard to the 
present status of this measure. It has taken 
years of effort and education to win the con- 
fidence of the public to vaccination and diph- 
theria immunization. We must not now unre- 
servedly endorse a procedure which may 
show many failures and thereby shake the 
public’s confidence. 


Mumps before puberty, while not harmless, 
is not a serious disease and there is no reason 
to protect the child by segregation or serum at 
this period of life when orchitis and ovaritis 
are least likely to occur. 


Measles is another disease which particular- 
ly threatens the health and life of the young. 
Fortunately we now have placental extract 
and human convalescent serum. The admin- 
istration of either of these, depending upon 
the number of days elapsed after exposure, 
enables us to prevent or modify the disease in 
the exposed individuals. Shall we prevent or 
modily the disease? We cannot follow an ab- 
solute rule. In infants and young, weak or 
delicate children, prevention is definitely in- 
dicated. In older children we shall only mod- 
ify the disease. Theoretically a case of modi- 
fied measles should offer protection against fu- 
ture infection. In most instances it probably 
does, but failures are reported and how often 
they may occur we again do not know. 


Scarlet fever is at present occuring in a fair- 
ly mild form in this country and the contagion 
index is much lower than for measles and per- 
tussis. There has been considerable contro- 
versy regarding the use of general scarlet im- 
munizations. The majority of pediatricians, I 
believe, do not advise its use. The use of hu- 
man convalescent serum, for therapeutic pur- 
poses on the other hand is to be recommend- 
ed. Being human serum it provokes no unto- 
ward reactions and often is of marked benefit 
not only as far as temperature, throat symp- 
toms, rash, adenitis and toxemia are concern- 
ed, but is effective in lessening the occurrence 
of complications. Direct contacts should be 
protected by convalescent serum injections. 





Human convalescent serum in the treatment 
of scarlet fever is a valuable addition to our 
armamentarium. 


We hope that the use of the new tetanus 
toxoid will relieve us of the necessity of using 
antitoxin in the many allergic children we 
are torced to deal with. 

In conclusion: Our knowledge of the physi- 
o.ogy of the endocrine glands is steadu.y ~.. 
creasing and changing. Progress is being made 
but the very investigators who know most 
about endocrine functions and realize that all 
glands are inter-related, are conservative in 
their recommendations for application of this 
knowledge. We can well say that the use of 
endocrine preparations is increasing much 
more rapidly than our present knowledge of 
their physiology justifies. 





Ophthalmological Aspects of 
Avitaminosis C.: Case Report 





M. P. SPEARMAN, M. D. 
El Paso 





(Presented before the City-County staff meeting, May 19, 1937) 





Many marked changes in the eye result 
from malnutrition. Perhaps the most common 
of these changes is due to a deficiency in 
vitamin which renders the eye prone to infec- 
tion. Corneal ulceration, keratomalacia and 
ultimate loss of the eye may follow. Night 
blindness is often the first symptom of this 
deficiency. 

Retrobulbar neuritis and oculomotor lesions 
may accompany vitamin B deficiency. The 
administration of vitamin D gives good results 
in phlyctenular keratitis. Vitamin C deficiency 
is associated with intra-ocular hemorrhages 
and orbital ecchymoses. Proptosis following 
an orbital hemorrhage in scurvy may be the 
first sign of deficient vitamin C, although usu- 
ally it is a late finding. The exophthalmos 
may be unilateral or bilateral and may devel- 
op with alarming suddenness. The hemor- 
rhage may be into the orbital fat or the perios- 
teum, generating sufficient pressure to cause 
a severe protrusion of the eye-ball. This com- 
plication of scurvy tends to occur mostly in in- 


SOUTHWESTERN MEDICINE 








fant 
trea 
tion 
som 
er ¢ 


junc 
whe 
may 


ofte: 
ecck 


to k 


poin 
is ir 


prin 
istré 
ente 
whe 


fecti 


brile 
ing | 
calle 
cian 
righ 


attit 
prog 
of tl 


Que 
diet 
ter 
diag 
the | 
intra 
prep 
were 
lemc 
later 
the ] 
phys 
Teco’ 
the « 








1ent 


nus 
sing 
we 


ysi- 


ade 
nost 
; all 
> in 


e of 
uch 
e of 


1937) 


sult 
mon 
y in 
ifec- 

and 
‘ight 

this 


sions 


sults 
ency 
ages 
wing 
_ the 
usu- 
lmos 
2vel- 
mor- 
rios- 
ause 
com- 








JULY, 1937 


fants and small children. Should it not be 
treated early, blindness may result. Examina- 
tion reveals a marked exophthalmos with 
sometimes a bluish pigment line along the low- 
er orbital margin, edema and discoloration of 
the eyelids and injection of the bulbar con- 
junctiva. The patient will cry out with pain 
when pressure is exerted on the eye. There 
may be excessive lacrimation and the eyes roll 
aimlessly. Low fever is usual. Pain and 
swelling of the lower ends of the femurs are 
often noted. There may be bluish spots of 
ecchymosis elsewhere on the body. The gums 
are swollen, tender, erythematous and tend 
to bleed easily. Anemia and hematuria may 
be noted. Inquiry into the dietary regime 
points to a deficiency in vitamin C. The child 
is irritable and has a poor appetite. 
Treatment in such a case should embrace 
principally general measures with the admin- 
istration of large amounts of vitamin C—par- 
enterally and orally. The proptosis disappears 
when adequate concentration of this vitamin 
is attained in the system. Superimposed in- 
fection of the eyes is treated as indicated. 


CASE REPORT 


Male, age 8 months, had been irritable, fe- 
brile, listless for nearly 2 weeks with vomit- 
ing and poor appetite. Six days before I was 
called into consultation with the family physi- 
cian a marked exophthalmos appeared on the 
right. This had been increasing. Physical ex- 
amination showed, temperature 100, listless 
attitude, marked swelling of eyelids (right), 
proptosis of right eye, tenderness and swelling 
of the knee joints, and gums tender, swollen 
and bleeding from several abraded areas. 
Questioning of the mother revealed that the 
diet had consisted of boiled milk, karo and wa- 
ter, for nearly the entire life of the child. A 
diagnosis of Barlow’s disease was made, and 
the family physician was advised to institute 
intra-muscular therapy with the injectable 
preparation of cebione. Large doses of this 
were given plus copious amounts of orange, 
lemon and tomato juices by mouth. Four days 
later the exophthalmos had disappeared, and 
the baby was taken to the office of the family 
physician, who felt that the baby was entirely 
recovered. A suitable diet was prescribed, and 
the child is entirely healthy today. 


810 Bassett Tower. 
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ENCEPHALITIS LETHARGICA: 
FOUR CASE REPORTS 


(Presented at the Staff Meeting of St. Joseph’s Hospital, 
Phoenix, May 10, 1937). 











FRANK J. MILLOY, M. D. 
Phoenix 





Encephalitis lethargica is described as a non-sup- 
perative inflammation involving the parenchyma of 
the brain. It is generally believed to be a complica- 
tion of influenza. There is nothing in the literature 
to indicate that this malady existed prior to the in- 
fluenza pandemic of 1918. The etiologic agent has 
not been isolated but it is probably similar to or the 
same as the influenza virus, if such an organism 
exists. 

The 4 cases gave histories of mild non-confining 
influenza or severe cold. 

The term encephalitis lethargica is misleading in- 
asmuch as all cases belonging to this classification 
do not have lethargic symptoms. Two of these cas- 
es were lethargic and 2 were not. The lone word 
encephalitis would probably describe the condition 
much better. 

Female, age 40, had a non-confining attack 
of influenza for 2 weeks previous. Five days prior 
to entrance she developed a pain between the shoul- 
ders whch radiated up to the occipital region of the 
skull. At the time of entrance the symptoms were 
intense vertigo with constant nausea, and vomiting. 
Mental condition was normal. The only objective 
symptom was marked horizontal nystagmus to right. 
The findings were: normal temperature and blood 
pressure; white count 12,000; spinal fluid under no 
pressure; cell count 7; Wassermann negative; sugar 
122 mg. per 100 c.c. and chlorides 675 mg. per 100 
c.c. Clinical course continued practically unchang- 
ed until the morning of February 22, 9 days after 
entrance, when she became cyanotic and died ap- 
parently of respiratory paralysis. 

Male, age 61, had what the family described 
as influenza for several days. On the day before en- 
trance he became comatose, was nauseated and 
vomited, and on entrance was lethargic. His rectal 
temperture was 101, pulse 90, white count 13,000, 
spinal fluid under no pressure and no cells present. 
sugar 100 mg. per 100 c.c., chlorides 510 mg. and 
Wassermann negative. Shortly before death rec- 
tal temperature was 100, pulse 80 and respiration 
26. He died suddenly. 

Male, age 21, entered the hospital February 6. 
He had influenza for about 10 days previous. 
Symptoms were intense headache, and vomiting, 
severe vertigo, and double vision. His pulse, tem- 
perature and respiration were normal during en- 
tire hospital period; white count was 8,600; spinal 
fluid had no increase in pressure; Wassermann 
was negative; sugar was 66 mg. per 100 c.c.; 


chlorides were 725 mg. per 100 c.c. only objective 
findings were abnormally brisk knee jerks. He re- 
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mained in the hospital until March 4th. Had num- 
erous attacks as above described but finally left the 
hospital apparently completely recovered. 

Woman, age 42, working as maid in hotel, 
had a cold for several days. On February 23, she 
complained of intense headache. On the morning 
of February 25 the landlady found her in a tub of 
ice cold water. When seen later in the day she had 
marked rigidity of the neck, was lethargic and un- 
able to utter a sound; 48 hours later she had al- 
most continuous convulsions. She had moderate 
opisthotonos and double Babinski and double Ker- 
nig. Spinal fluid was under intense pressure. The 
fluid was clear and contained only a few cells which 
were practically all lymphocytes. Wassermann was 
negative. Sugar was 125 mg. per 100 c.c. Chlorides 
were 700. She had almost continuous convulsions 
for another 72 hours before she died. 

To summarize: 

1. All 4 patients had what might be termed 
mild attacks of influenza within 1 to 2 weeks before 
cerebral symptoms began. 

2. Two patients were lethargic and 2 were nor- 
mal mentally. 

3. Three patients died and one recovered. 

4. Diploplia or double vision which is supposed 
to be one of the most common symptoms of enceph- 
alits lethargica was present in only 1 case and 


he recovered. His spinal fluid was normal and the 
diploplia was the deciding symptom in classing his 


condition as encephalitis. 

5. In 3 cases the spinal fluid was under no in- 
crease in pressure. 

6. In all 4 cases the cell count was within nor- 
mal limits. 

7. The only pathognomic finding in the spinal 
fiuid of encephalits lethargica is the increas- 
ed sugar content. The normal sugar content of the 
spinal fluid is 50 to 70 mg. per 100 c. c. of fluid, 
which is about half the normal blood sugar. No. 1 
had 122 mgm. No. 2 100 mgm. No. 3, 66 mgm. and 
No. 4, 125 mgm. The case with 66 mgm. recovered. 
The 3 with high sugar content died. 

Whether this is the rule I do not know, but it 
happens to be the outstanding observation in the 4 
cases. 

The increased sugar content of spinal fluid is 
likely to be the only positive finding in encepha- 
litis lethargica and this examination should al- 
ways be made where there are symptoms of acute 
cerebral involvement, and the cell count is with- 
in normal limits. Decreased chlorides are pathog- 
nomic of tuberculous meningitis. The last nam- 
ed case looks more like one of tuberculous men- 
ingitis than encephalitis lethargica. The chlo- 
rides however were 00 mg., which definitely ruled 
out tuberculous meningitis. The normal choloride 
range from 720 to 740. 

The cell count in tuberculous meningitis is usual- 
ly around 500—mostly lymphocytes. It is often dif- 
ficult to demonstrate tubercle bacilli. But the low 
chloride content usually confirms the diagnosis. 
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When the chlorides are below 600 tuberculous men- 
ingitis is almost a certainty. However, in case No. 
2 the chlorides were 510 for some unexplainable 
reason. But the high sugar content and norma] 
pressure and absence of cells swung the pendulum 
to the side of encephalitis. 

The pre-paralytic stage of poliomyelitis must be 
kept in mind; the spinal fluid is clear—often not 
under pressure. The cell count is usually in the vi- 
cinity of 80 to 120. The cells are mostly polymor- 
phonuclears at first but soon become lymphocytes, 
There is little change, if any in the range of chlo- 
rides and sugar. 

High polymorphonuclear cell count of the fluid 
with cloudiness and increased pressure practically 
always means epidemic meningitis, although the 
meningococcus may not be found. 

To summarize more briefly: 

1. The increased sugar content of the spinal fluid 
may be the only positive information in encepha- 
litis lethargica. 

2. Low chlorides may be the only finding in tu- 
berculous meningitis. 

3. A moderate increase in cell count with nor- 
mal sugar may be the spinal fluid picture in pol- 
iomyelitis. 





“TRIPPING DOWN MEMORY’S 
LANE” AFTER FIFTY YEARS 
OF MEDICINE 


SAMUEL D. SWOPE, M. D. 
El Paso, Texas. 


(Continued from May Issue) 

The operating amphitheater of that period 
could not pass the requirements of the college 
of surgeons. I had been in college but a short 
time and had but recently learned that a hem- 
ostat and an artery forcep were synonymous 
terms, when Professor Yandell pulled me out 
of the forms one morning and made me a men- 
ber of his surgical staff. This was a position 
much coveted in the school, and I felt highly 
elated over my good luck. 

Not being overburdened with riches, I had 
but one good suit and that was a blue cheviot 
cut-away—not-too-blue. Of course, I appeared 
on next surgeons’ day attired in my best. 
Yandell was on a higher horse than usual that 
morning, and it was but a few moments until 
he had the members of his staff dancing 
around in disorder. The tails of my long-tailed 
coat were flopping in the breeze, and I was 
dancing hither and yon trying my best to hold 
the job. 
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The “piece de resistance” that morning was 
the amputation of a fore-arm. I, being a new 
member of the company, remained more or 
less back-stage. When it came to picking up 
the arteries Yandell found the radial without 
much difficulty, but the ulna had apparently 
disappeared. After searching for a time he 
turned around, saw me, handed me a hemostat, 
and said, “here, you cub, you have good eyes. 
Pick up that artery.” He then instructed the 
man in charge of the tourniquet to turn it loose. 
Hemostat in hand, I went for that artery. It 
spurted and struck me squarely in the left eye. 
I had one eye left, went on with the hemostat 
and grabbed the end of the artery, but not be- 
fore the blood had trickled down my face and 
onto some of my clothing. Before the dear old 
surgeon applied the ligatures he faced me 
around to the assembled students and exclaim- 
ed in stentorian tones, “That’s the kind of man 
to have on the staff. He won’t run.” 


Everybody on the staff and about the col- 
lege building, including his son-in-law, Profes- 
sor W. O. Roberts, seemed to be afraid of the 
old bull. For some reason he never scared me, 
and I was often called upon to “pull the chest- 


nuts out of the fire”. On one occasion Pro- 
fessor Roberts and Dr. W. L. Rodman (after- 
wards professor of surgery in the Medico- 
Chirurgical College of Philadelphia) wanted 
to use an especially fine set of urethral sounds 
of which Professor Yandell was particularly 
proud. I was selected to brave the lion in his 
den and ask for the loan of his precious pos- 
session. 


I rang 3 times on the old pull bell at his 
inner office door, and at last the scared visage 
of Mack, the buggy boy, protruded through the 
door. “Mack,” said I, “I want to see Professor 
Yandell and borrow some sounds”. Mack, 
without any reply, disappeared through the 
back door. He returned in a few minutes ap- 
parently worse scared than ever, and exclaim- 
ed, “D-d-d-d-d-doctor Ya-ya-ya-ya-ya-yandell 
Sa-sa-sa-sa-says to come out to the stable”. 
I followed Mack to the stable, and I could 
hardly keep from bursting into a hearty laugh 
when the spectacle there came before me. 
Mack had filled the stable scoop half full of 
sawdust; the doctor, suffering from a bad cold 
and with mucus streaming from his nostrils, 
was attempting to relieve himself of a consti- 
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pated condition in the old-fashioned country 
style. Of course, I could not say anything, but 
he yelled out to me, “What in hell do you 
want?” I said, “Professor Roberts would like 
to have the privilege of using your case of 
sounds”. He looked up at me very much as I 
imagine the captain of the Deutchland would 
have had I demanded his boat from him, but 
I looked him as nearly square in the eye as I 
could. He bellowed out, “Well, go get them, 
then”. . 

These were halcyon days. I boarded with 
old Mother Wells, who charged $2.50 a week 
for room and board. She fed us on sweet pota- 
toes and stew, but I grew fat and was happy. 
I was chief of staff and learning to be a doctor. 
W. L. Rodman was first assistant to the chair 
of surgery, and a splendid man to work with. 

One day Rhoda, a very handsome octoroon, 
came to the clinic with another girl who was a 
patient in the genito-urinary division. Now, 
Rhoda was a veritable Venus de Milo, about 
5 feet 4 inches tall, weighing about 140 pounds. 
She was as neat as a pin, and to my eyes of 21, 
was practically as attractive as Cleopatra. She 
came back 2 days later with her friend, the pa- 
tient, and asked to have a consultation with 
me. Well, I found 2 beautiful chancroids in 
the fold between the labias minora and ma- 
jora. I am reasonably sure that the finding of 
those 2 chancroids had a marked influence on 
my future existence. Within a few days there 
developed an abscess in the labia majora, and 
poor Rhoda was laid up for repairs with a stu- 
dent doctor as her only hope to return to nor- 
malcy. 


After having split the labia and draining 
them thoroughly, I went to Professor Rodman 
and told him of the case. He told me that he 
had never heard of such a case before. and 
asked me if she were at a place where he 
could afford to go. I replied, “You are no bet- 
ter than I am, and I go there”. So we jogged 
around in the old phaeton to see Rhoda at 
Lucy Smith’s house. At this house Archibald 
Brown, son of the governor of Kentucky at 
that time, was killed by an irate husband who 
followed Brown and his wife there, killing 
them both. In my consideration of the delicacy 
of the feminine sex, I had a split sheet arrang- 
ed so that other parts of the body were not ex- 
posed while I inspected and dressed the 
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wounds. After examining the wound Pro- 
fessor Rodman asked, “Sam, is that left leg 
swollen some?” I said, “No, I don’t think so,” 
and jerked the sheet entirely off so that he 
could have a clear view. We went to the Phae- 
ton together, and as we entered he exclaimed, 
“That girl has: the prettiest legs I have ever 
seen.” I replied, “Yes, and I knew you would 
want to see them”. 

In 1894 I made my first trip to the west. El 
Paso had not, at that time, completely shed its 
wild and wooly coat. Dr. S. T. Turner and Dr. 
Vilas were the coming young doctors of the 
community, and Dr. Yandell and Dr. Galla- 
gher were the celebrities. 

I went on to San Francisco where I called 
upon one of the famous men of the period, Pro- 
fessor Lane, for whom the Lane University 
was named. Like all great men he was easily 
approached, and I spent an unusually pleasant 
period in profitable conversation with him, 
which was prolonged at his request. 

The winter of 1902 I spent in New York City 
taking a post-graduate course in the old Poly- 
clinic. John A. Wyeth at that time was the 
drawing card for that institution. He was an 
unusually interesting southern gentleman. He 
wore a long-tailed coat and a square topped 
derby, and would talk to any man. 

One day Professor William Pryor was doing 
a cesarean section and Wyeth came in to over- 
see the procedure. The section was performed 
and the newly delivered baby was hustled into 
a warm room with 3 or 4 nurses in attendance. 
Wyeth followed the procession into the room. 
After a few minutes he returned to the amphi- 
theater, held up a hand in a dignified appeal 
for attention and said, “Gentlemen, it’s a boy 
and his name is Bill Pryor”. 

In New York I saw and listened to the teach- 
ings of great men of that time, attended meet- 
ings of the Academy of Medicine, attended the 
church of the great Henry Ward Beecher, and 
listened to the great divine, Dr. Parkhurst. It 
was while working there that I first heard of 
the Mayos. Wyeth, in one of his informal 
talks said, “There are a couple of young men 
out in a little town in Minnesota that are go- 
ing to be heard from some of these days.” I 
hardly think even Wyeth dreamed how much 
they were to be heard from around the whole 
world. 
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On leaving New York that winter I went to 
Philadelphia and renewed my acquaintance 
with my old friend, W. L. Rodman, who was 
then professor of surgery in the Medico-Chi- 
rurgical College. I later had the honor of sec- 
onding his nomination in the house of dele- 
gates when he was elected president of the A. 
M. A. 

While in Philadelphia I visited the clinic 
of John B. Deaver aud saw his masterful 
stroke as he laid open an abdomen with one 
sweep of his scalpel. I also noticed that he 
carefully gauged the thickness of a belly and 
put his index finger along the side of his scal- 
pel as a guard against cutting too deep. With 
Professor Rodman I called on the grand old 
little man W. W. Keen, and was given a place 
of honor while Professor Keen performed the 
prize Daubon operation. 

In Baltimore I had but litltle time to visit 
hospitals and see clinics. Washington took 
nearly a week with more sight-seeing than 
medical education, while I was being enter- 
tained by my old friend, U. S. Senator Ollie 
James of Kentucky. I would like to have spent 
a year in New Orleans. Old Tulane was even 
then a great institution. Money and time were 
growing short and 10 days was all that I could 
spare of time, and about all I had left of value 
was a Southern Pacific pass for home. 


In the fall of 1913 I spent 6 weeks at the 
Mayo Clinics. As I look over my tripping I 
was much impressed with the magnitude of 
that institution, at that time so small in com- 
parison with its present size. 

It seems that all great men have some hobby 
and W. J. Mayo’s small steamboat which plied 
between Red Wing and Minneapolis is an ex- 
ample of a hobby turned to advantage. On the 
boat there were no telephones, no telegraph 
and no special-deliveries. He gathered a com- 
pany of desirable companions from the visitors 
at the clinic, made the trip from Red Wing 
to Minneapolis and back in one day—a day 
spent in agreeable conversation with picked 
associates, and with no interference from the 
outside world. 

Charlie Mayo’s hobby was a castle on the 
Bumbro River. He had dammed this river, 
built an island in the lake thus formed, and on 
that had constructed a Chinese Pagoda. He 
had made a Scotch burn on the side of the 
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mountain below his castle and stocked it with 
Loch Lomond trout. There were boats on the 
river, and one of the really joyous occasions of 
my life was an afternoon spent, after lunch- 
ing with the family, with Charlie Mayo and 


Dr. Samuel Clark of New Orleans, in a small. 


power boat cruising up this river, over which 
the boughs of a primeval forest made a shady 
canopy. Returning to the house after having 
talked over everything except medicine, 
Charlie Mayo turned to me and said, “Swope, 
come over here, let me show you where a fool 
robin has built her nest.” I said, “Ah! but that 
wise robin must have known who her pro- 
tector was.” Charlie Mayo’s son, who lately 
met with tragic death, then a boy in knee 
pants, was the engineer running the boat on 
that occasion. 


Tiptoeing back to the early days of medi- 
cine, when chloroform was the choice and prac- 
tically the only anesthetic, and was most fre- 
quently given in a newspaper cone with a 
small towel and a wad of cotton to absorb the 
fluid and give off the vapor. Ether was con- 
sidered dangerous and difficult to administer. 
I remember trying to etherize a brakeman for 
Professor W. O. Roberts by the paper cone 
route. When he reached the excited stage he 
jumped up, grabbed the poker and ran us all 
out of the shack. 

In 1889 appendicitis had recently been de- 
livered from its long gestation as inflammation 
of the stomach and bowels, and since then we 
have been compelled to dress up many of our 
old friends in new garments of nomenclature. 

Gelatine capsules came into vogue early in 
my professional career. I had an old country 


lady patient sorely afflicted with chills and fe- 


ver. I gave her a handful of capsules. filled 
with quinine, aloes and oil of black pepper, a 
sovereign remedy in those days for malaria. 
She was instructed to take 1 every 3 hours 
until she took 4 every day, for 9 days. On the 
tenth day I stopped in to see my old friend. 
She was outspoken in her praises for the medi- 
cine that relieved her of the chills. She had 
not had a chill since she took the first dose, and 
she smilingly remarked, “Doctor, I have saved 
all the little glass jars for you”. 

My first 5 years of practice were done al- 
most entirely on horseback, and during that 
time I rode a magnificent gold-dust mare. 
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Maud and her stable mate bore me over the 
countryside for more than 15 miles a day, dur- 
ing that period—a little over 27,000 miles, or 
several times around the world. 


Once while on my way home, with some 10 
miles to go, I was hailed by a farmer who in- 
formed me that he had a sick man in the house 
who had been sick for 3 weeks and asked 
me to come in and see him. On making an 
examination I decided that the man had an 
empyema. Confirming this conclusion with a 
hypodermic puncture, I informed him what 
should be done in the matter of a paracentesis 
thoracis. There was no hospital in that vicin- 
ity. The farmer said, “Well, doctor, if it is like 
that, why can’t you open it right now?” I in- 
formed him that that was not done in good 
professional society under the circumstances. 
He insisted that there was no hospital anyway, 
and as the man was in considerable distress 
I decided to act upon his suggestion. We ster- 
ilized the surface as best we could, I cocained 
the area, passed a sterile scalpel between the 
ribs and introduced a Nelaton’s catheter into 
the cavity. The whole community was aston- 
ished at the amount of pus that escaped. I in- 
structed them in the matter of cleanliness, re- 
turned to my saddle and was on my way. Some 
time afterward, being in the vicinity on other 
professional duties, I stopped in to see about 
my farmer friend. I found him enjoying good 
health with this explanation, “Yes, doctor, that 
’ar thing discharged a lot of matter, but 3 days 
ago the matter quit running and I decided 
that it was well, so I pulled that ’ar spile out 
and I hain’t had no trouble since.” And so far 
as I know he never has. I think I collected 
5 dollars for the services. 


My first real head injury was in 1880. I 
was called some 20 miles to see a man upon 
whose head a large lump of coal had fallen 
from a distance of some 20 feet above. That 
fellow must have had a hard head for his 
parietal bones cracked up cleanly as a dry 
gourd would. I found him with a stertorous 
breathing, unconscious, irregular heart action, 
and other symptoms of brain disturbance. I 
made a crucial incision across his vault. He 
required little or no anesthetic. We peeled off 
the top of his head very much like you would 
an orange, pried some of the fragments of bone 
back in place, and removed several that 
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seemed to have no circulatory connection. I 
tied a small spurting vessel in the dura; 
brought the wound together with sutures, put 
on an antiseptic dressing, and fastened it down 
with his grandmother’s night cap with strings 
under his chin. About 2 weeks later I was 
called to the same district to amputate an arm. 
My “head case” walked out on the porch and 
shook hands with me, making me feel very 
much as if I had come in contact with a ghost. 
This fracture was not stellate, it was more in 
the form of a constellation and looked some- 
what like the map of Belgium right after the 
armistice. I have been an advocate of decom- 
pression since that experience. 


In the early days of my practice I ran across 
some interesting conditions in the obstetrical 
field, and in this connection, I might add, oc- 
curred one of the few occasions when I have 
not been willing to use the consultant’s reme- 
dies. I was called in consultation with an old 
practitioner to see a very handsome young 
woman whose new born baby had not been 
able to take care of her lacteal supply. The 
consequence was that she had an acute masti- 
tis, but the thing that struck me most was 
the perfect beauty of the breasts. Shake- 
speare’s Venus could not have presented to 
Adonis a more perfect model for an artist. My 
ancient colleague suggested that the best rem- 
edy for such a condition was a cow-dung poul- 
tice, with which, under the circumstances, I 
could not agree. We finally did agree on cam- 
phorated alcohol and hot sterile fomentation. 


A Kentucky “hill-billy,” Columbus Acre by 
name, appeared at my front door one winter 
night and insisted that I ride out 6 miles in 
the country and deliver his wife. Of course 
I had my excuses, but Columbus, like the ex- 
plorer for whom he was named, was set in his 
ways and hard to turn back from a purpose. 
He had arguments, principal of which was, 
“Now, doctor, you ride the finest horse of any- 
body in this county, and it will not take you 
more than an hour to take care of Bell. I 
have walked this 6 miles to get you to go, 
and it seems to me that you ought to be will- 
ing to go and ride a fine horse out there.” 
That was too much for my Kentucky propensi- 
ties, so I told Columbus that by the time © 
could saddle my horse I would be ready to go. 
When I reached his humble cabin, a log struc- 
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ture some 18 feet square, on the side of a hill 
with no fence around it, I found a fire burn- 
ing low in a rock fireplace and Bell alone in 
the house, in the throes of maternal produc- 
tion. I built up the fire and attended to Bell. 
We were alone for some time, and then there 
were 3 of us. I changed the bed, cleaning her 
up the best I could under the circumstances, 
washed and dressed the baby and put him to 
the breast. About the time I had finished my 
offices Columbus came in, having walked the 
12 miles. Columbus paid the bill in good dry 
ash stove-wood which he hauled the 6 miles 
with a yoke of knotty-headed bulls. I always 
gave Bell credit for that collection. 


One of the rather exciting experiences of 
my early life was the caring for two “O b” 
cases that occurred on the same evening, some 
2 miles apart. I had barely completed the ex- 
amination of the first case when the summons 
came for the other one. On examination of 
the second case I concluded that it was going 
to be a race as to which would bring forth 
first. In the present age of progress with our 
knowledge of the action of pituitrin and mor- 
phine, this would have been easily arranged, 
but in that far back period pituitrin was not 
known and morphine was administered with 
considerable hesitancy. I sent at once for my 
active assistant during those days, old Aunt 
Minerva and put her in charge of number 
one. Aunt Minerva was a colored woman 
whom practically every mother in the district 
knew intimately. Though she was named after 
the Roman goddess of wisdom and war, the 
liberal arts, science and learning, she did not 
possess any of the virtues of that goddess. 
However, she did claim the distinction of hav- 
ing had “eighteen babies and a button”. 


You should have seen the young doctor try- 
ing to make 2 obstetric fees at the same time, 
2 miles apart. It was almost a touch and run 
affair. I would rush in and look Mrs. A over, 
consult with Minerva, jump on my horse and 
gallop across the 2 miles to see Mrs. B, consult 
with Mrs. B’s neighbors, suggest that I would 
have time to look after Mrs. A. With coat tails 
flying I would go back to Mrs. A, and finding 
dilation progressing slowly I would ride back 
to Mrs. B. Finally Mrs. B gave birth to a 
bouncing boy, and I was there at the finish. 
Then riding back to Mrs. A I arrived just 
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in time to take the credit from Aunt Min- 
erva for delivering twin girls. 

Tiptoeing into the present age I feel very 
much alive. Young men come into my life and 
1 appropriate their recent knowledge at my 
first opportunity. New diseases and the new 
discoveries are assimilated. 

I have laid aside my Prince Albert and silk 
topper, passed from the saddle age through the 
phaeton, and now am automotive and air- 
minded, and I feel competent to tiptoe into the 
young man’s age and to live somewhat in the 
future. 

I expect to live long enough to see young 
fledglings of the profession, puffed up with 
their ample diet of modern knowledge, respect- 
ing and appreciating the wisdom gathered by 
hard experience of the older followers of 
Aesculapius. I hope to live to see medical fos- 
sils of the present rise up in appreciation of 
the spreading wings of the generation of sci- 
entists, whose advantages have placed them in 
possession of knowledge beyond their years, in 
the presence of which we older ones may stand 
in respectful appreciation. 

I am still hoping that some perfected ad- 
vance in glandular therapy will produce an 
ample growth of natural hair on Felix Miller’s 
bald head, and that some gonadal change will 
curtail the youthful proclivities of Paul Galla- 
gher. 

I see the past, present and future united in 
effort, in purpose and in regard, for the no- 
blest of professions. As a young man, what 
a glorious vision in medicine I have yet in 
prospect! 





BOOK REVIEWS 


SURGICAL TREATMENT, by James Peter War- 
basse, M.D., F.A.C.S., Special Lecturer in the 
Long Island Medical College, formerly Attending 
Surgeon to the Methodist Episcopal and the Wyc- 
koff Heights Hospital, Brooklyn, N. Y.; and Calvin 
Mason Smyth, Jr., B.S., M.D., F.A.C.S., Assist- 
ant Professor of Surgery in the University of Pa. 
Graduate School of Medicine, Surgeon-in-chief 


Dr. W. L. Reid, shortly before his fatal accident, 
had been asked to review Warbasse and Smyth's 
‘Surgical Treatment,” and in commenting upon 
the volumes, he said “Warbasse says a great deal 
in relatively little space.” 

It would seem that no matter what one wishes 
to find about surgical technic, he will be able to 
find it in one of these 3 volumes; whether it is the 
Placing of drainage tubes, the use of _parasacral 
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anesthesia, the treatment of compound fractures, 
the excision of varicose veins, treatment of con- 
tractures, treatment of tuberculosis of joints, re- 
duction of dislocation of lower jaw, treatment of 
fractured jaw, and what not—it can be found in 
these volumes. Every surgeon should have access 
to these volumes. 


PRACTICAL EXAMINATION OF PERSONAL- 
ITY AND BEHAVIOR DISORDERS by Kenneth E. 
Appel, M. D., Ph. D., Sc. D., assistant Professor of 
Psychiatry Medical School, University of Pa. and 
Edward A. Strecker, M. D., A. M., Sc. D., Professor 
of Psychiatry Medical School, University of Pa.; 
The MacMillan Company; New York; 1936; Price 
$2.00. 

The purpose of the authors is to give the physi- 
cian a working knowledge of the technic of psychi- 
atric observation. Physicians so commonly encoun- 
ter psycopathic states that they should generally be 
interest in this volume. 

It is divided into 2 parts. Part 1, the psychiatric 
examination of adults and part 2 the psychiatric 
examination of children. To show the practicability 
of the book, chapter 7 is devoted to questions which 
are used in mental examinations. A few of the ques- 
tions are: Why have you come here? Did you come 
against your own judgment or will? Do you want 
help? Is help possible? How do you feel? Do you 
feel exciteable? Are you cheerful? Are you ill? 
When did this feeling begin? What was the cause 
of it? Are you afraid? What do you fear? How 
do people treat you? Are they friendly? Are they 
unkind? Are you self-conscious? Do people make 
remarks about you? Have you heard them? Or do 
you just feel they do? Have you ever been hypno- 
tized? Can people read your mind?” and so forth 
for page after page. 

The fact that physicians are more and more able 
to influence the lives of children of their patients 
should cause all physicians to be especially inter- 
ested in this volume on psychiatry. To show how 
the family physician may have a great influence 
upon the life of a child, we quote a few of the chap- 
ter headings of part 2: attitude toward the child’s 
intelligence, feeding difficulties, obedience, temper 
tantrums, enuresis, jealousy, fears, lying, 
masturbation, convulsions and the use of a child 
guidance clinic. 

We recommend this volume to all physicians. It 
is tersely written. The type is easy to read and the 
book is a splendid example of the printer’s art. 


THE MANAGEMENT OF OBSTETRIC DIFFI- 
CULTIES, by Paul Titus, M.D., Obstetrician and 
Gynecologist to the St. Margaret Memorial Hos- 
pital, Pittsburgh; Consulting Obstetrician and 
Gynecologist to the Pittsburgh City Homes and 
Hospital, Mayview, and to the Homestead Hospital, 
Homestead, Pa.; Secretary of the American Board 
of Obstetrics and Gynecology; The C. V. Mosby 
Co., St. Louis, Mo.; 1937; Price $8.50. 

The book is just what the title indicates—a dis- 
cussion of the management of unusual conditions 
met with in obstetrical practice. It is designed for 
both the obstetric specialist and the general pra- 
titioner, who does obstetrics. It is profusely illus- 
trated in order to clarify the meaning of the text— 
there being 314 illustrations. 

The book is divided into 42 chapters and 8 sec- 
tions. The titles of the sections are: sterility, diffi- 
culties in diagnosis of pregnancy, complications of 
pregnancy, complications of labor, obstetric opera- 
tions, complications of the puerperium, the new- 
born infant, and general. All those doing obstet- 
rics will find this a most useful book. 
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AMERICAN MEDICINE—FROM THE 
AMERICAN FOUNDATION REPORT 

In a previous editorial we attempted to give 
our readers an understanding of this report— 
especially as to who originated the idea and 
furnished the funds for the vast amount of 
work, who were consulted for facts and an ab- 
stract review of the two large volumes. Our 
readers should have a far deeper insight into 
the contents of these books than we have given 
or shall be able to give even though many 
pages were devoted to the review. All leaders 
of the profession should have access to the re- 
port and become familiar with it. It is perhaps 
too much to ask that those who are not leaders 
shall even take the trouble to read such re- 
views as this pretends to be. 

The report has won the respect of physi- 
cians generally if we may judge by the edi- 
torial comments. In our previous editorial we 
used the term “thought provoking” to em- 
phasize the excellence and variety of the state- 
ments found in the report. In this editorial 
we shall present concrete statements and indi- 
vidual opinions perhaps using the very words 
of the various writers mayhap even without 
quotations. 

A fellow of the American College of Physi- 
cians submitted a second letter as his ideas had 
crystallized since the first response. Many 
had similar experiences. One cannot read the 
responses without getting the idea that a great 
deal of thought was given by those who an- 
swered the questionnaire submitted to them 
by the American Foundation. 

Adequate medical care is variable depend- 
ing upon the needs of specific cases; perhaps 
its bread or other food, or the expert judg- 


ment of a trained diagnostician or therapist, 
or the availability of laboratory instruments 
and technic. It’s what an individual needs to 
return him to health and competence. “The 
reservoir of medical knowledge is fed by a 
stream which has flowed from distant times 
and is not too clean. Then there are nearby 
feeding springs, the writings of keen clinicians 
and the output of our research laboratories. 
This reservoir can and will be filled with more 
and clearer waters. 

“But for it to reach thirsty plants and ani- 
mals, it must be carried through pipes, some 
of which are so narrow or so rusty or are s0 
leaden, that the thirsty are unsatisfied or are 
actually worse off for the drinking.” 

A patient may get “diagnosis and treatment 
fit for a king or he may get slim attention.” 
The care given in hospitals is apt to be far su- 
perior to that on the outside. In attempting to 
figure the supply and demand of needed med- 
ical attention, one easily gets into an “arith- 
metical vacuum”, which means, it seems to us, 
that the predicament we are in applies not 
only to medicine but to jobs, cash, property, 
education, ethics, religion and opportunities in 
general. 

A general practitioner in Maine says ade- 
quate treatment often depends on when the 
treatment is given. We interpolate that that 
shows that the general public needs a tremen- 
dous amount of propaganda used upon it to 
get it to properly appreciate medical care and 
to use it at the proper time. When the gov- 
ernor of a state (we recently read this in a 
daily paper) allows a substandard practitioner 
of the healing art to treat him for a cold, why 
provide adequate medical attention? The gov- 
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ernor, with many other laymen, must believe 
the propaganda, practically all fallacious, which 
is issued by the cultists as “dust for the pub- 
lic’s eyes” that they may practice medicine 
with little or no proper preparation. 

The United States has one physician to ev- 
ery 780 persons, whereas England has one to 
every 1490, and Sweden one to 2890. There 
are 25,000 more doctors than needed in this 
nation. The number of deaths annually is 
3000 while the graduates are 5000. There may 
be poor distribution, but the good roads tend 
to obviate inaccessibliity of medical atten- 
tion. The excess of physicians leads to com- 
mercialism and irregular practices, even to the 
doing of unnecessary operations. “There is 
now, and always will be, an actual shortage 
of good physicians, for the simple reason that 
in an all too human world there is not enough 
material available of the kind that is capable 
of turning into physicians of a high-order of 
competence.” 

A Georgia gynecologist says: “Last year 
there were more than 800 deaths in Georgia 
without an attending physician, while thou- 
sands of people suffered with typhoid fever, 
malaria, tuberculosis, cancer, appendicitis, etc., 
and were unable to get a doctor or hospital 
attention.” 

A Mississippi physician says insurance is not 
feasable and that he can see only one solution 
which is for the federal government to take 
over the care of the people—of the rural sec- 
tion at least. Many physicians agree that many 
of the low-income group receive inferior medi- 
cal attention. “The great majority of our pop- 


ulation gets drug store, quack and starving doc- 


tor service.” Another states that half the peo- 
ple have yearly incomes of less than one thou- 
sand dollars and “on such incomes adequate 
medical attention cannot be paid for without 
seriously disturbing the financial set-up for 
the family involved.” A Dodd report showed 
that 17.03% of the families of incomes of 
$1200.00 per year or less require medical at- 
tention, whereas only 8.6% of the families 
with $5000.00 incomes required medical care. 

One writes: “those who want to can easily 
assemble terrific statistics to show that the 
American people are not receiving proper 
medical or dental care.” The public does not 
know which doctor it needs or where to find 
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him .. . the education of the public is as con- 
siderable a factor in the present problem as is 
making medical care adequate and working 
out the best means for distributing it.” Many 
think that “if the government is to be invoked, 
they would invoke it first of all to provide 
continuity of employment and a living wage, 
letting the individual negotiate for his own 
medical care . . . as he negotiates for his home, 
his food, his clothing and his amusement.” 
Most contributors agree that the low-income 
group is not able to pay for scientific medical 
care. “Most doctors (old and young) have 
come into contact with families which have 
been ruined financially because of the ex- 
pensive illness of one member.” 

A medical professor writes: “My income 
is much larger than that of the average man, 
and I don’t have to pay doctor’s bills, but last 
year, when my boy was in hospitals for sev- 
eral months .. . the bills for hospital care and 
nursing alone were large enough to send me 
digging deeply into my savings.” “The cost of 
hospital care is unnecessarily high.” Some 
think hospitals ape high priced hotels. 

The charge is rightfully made that there is 
great over-lapping of equipment in doctors’ 
offices as well as in hospitals, and that this 
has to be paid for. The implication is that a 
planning and an enforcement of the plan on 
the part of a medical organization could rem- 
edy a lot of this duplication and hence high 
cost of medical care. The surgeons’ and the 
specialists’ fees are uniformly too high. Pa- 
tients, however, like the frills. 

One physician writes that there is very little 
of the highest grade of medical care in the 
country and hence it cannot be universally 
available. Another says too much is said about 
cost and too little about the quality of medi- 
cal care. The diagnostician is the key to com- 
petent medical care and he is too rarely avail- 
able. The general practitioner does very well 
for certain cases but for a fair per cent of 
cases he is utterly at a loss. The failure to 
keep abreast with scientific advancement ex- 
plains much of the unsatisfactory quality of 
medical care. A professor says: “It is safe to 
say that the general level of medical attention 
lags at lease five years behind scientific ad- 
vances.” Another expresses it: “A large part 
of the reorganization problem lies in the di- 
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rection of making what is known available, 
rather than of increasing existing knowledge, 
at least for the moment.” 

“The average physician ceases to learn when 
he is licensed to practice. He is not a student, 
does not take kindly or intelligently to medi- 
cal advances, and derives most of his inspira- 
tion from the pharmaceutical detail men, who 
make good livings largely from his ignorance. 
The only answer is limited licensure, renewal 
after a given period of years to depend upon 
evidence that the applicant has pursued a cer- 
tain amount of post-graduate training.” 

“Before we decide to adopt medical social- 
ism, hadn’t we better first decide whether or 
not we want socialism as a whole?” Another 
says medical care cannot be disassociated in- 
telligently from the social and economic or- 
ganization as a whole. “Medicine must mesh 
with the gears of general society as a whole.” 
One writes: “Why pick on medical care? Why 
not socialize the food supply, rent, light, heat 
and clothing, or why not socialize the legal 
profession?” 

“The tendency is to naturally regard sick- 
ness as a calamity which the victim did not 
choose and could hardly be expected to pay 
for. He feels that he is not responsible for his 
illness, and that the burden of it should some- 
how be shared. The doctor is the obvious 
sharer.” Most persons manage to get the 
various things they want but they cannot pay 
for medical attention. “Women spend three 
billion dollars yearly for cosmetics and in beau- 
ty shops. This equals the cost of medicai care 
for all the men, women and children in the 
United States.” Saving with joy for a radio 
but with gloom for an operation are moral 
equivalents but different human values. 

Regarding political control of medical prac- 
tice which prevails in all socialized systems, a 
trustee of the A. M. A. writes: “The recogni- 
tion and legalization by state legislatures, of 
the so-called medical cults, founded on no rec- 
ognized scientific authority or principle, are 
outstanding examples of how utterly subser- 
vient certain politicians may become to well- 
organized minorities. To establish high stan- 
dards of scholarship and exacting require- 
ments of the Doctor of Medicine, and in the 
same breath to permit an untrained and pat- 
ently unscientific individual to practice his 
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own peculiar type of pseudo-medicine, is per- 
haps the most illuminating instance of present 
day trends of legislation.” 

Thus it goes for 1200 pages. 





UNITED STATES DEPARTMENT OF AGRI- 
CULTURE FIGHTS PATENT MEDI- 
CINE FRAUDS 

In December, 1936 a Federal court in 
Los Angeles fined one Mrs. Adah Alberty 
one thousand dollars and costs for shipping 
out of the state four medicines (?) “Colca- 
tive”, “Liver-Cell Salts”, “Lebara pellets” and 
“Anti-diabetic Vegetable Compound Capsules” 
which government analysts found to contain 
no ingredients warranting the claims that the 
“medicines” were adequate treatments for 
“malaria, liver diseases, constitutional defi- 
ciencies, tuberculosis, acidosis, diabetes” and 
other conditions set forth in the “medicines” 
labels and circulars about them. This trial 
lasted for nearly a week. 

One Richard Dierner of Oxnard, California 
manufactured a product labeled “Curarina.” 
It was a water-alcohol solution of plants con- 
taining no curare, and was offered for treat- 
ment of “all diseases of the blood, heart trou- 
ble, sciatica, sinus trouble, rheumatism, snake 
and insect bites, mumps, malaria, diabetes, 
pneumonia, small pox, tonsillitis, influenza, 
grippe, lock jaw, cholera, hemmorrhages, ap- 
pendicitis, distemper in animals, ptomaine poi- 
soning, arthritis” and certain tropical diseases 
said to have been described with all possible 
gory details. Diener stood trial but before the 
government’s case was half presented pleaded 
guilty and was fined over five hundred dollars. 

Into a Baltimore court the Department of 
Agriculture agents brought one Thomas F. 
Maher for shipping a “medicine” as a treat- 
ment for “pleurisy, spasmodic croup coughs, 
congestion and pneumonia.” The “medicine” 
was a salve of lard, turpentine, phenol, and 
volatile oils. To the defendant on the witness 
stand, the Court said: “The point of the case is 
this, that you have been selling a patent medi- 
cine with representations to the public that it 
is an effective remedy for a valuable aid i 
cases of disease, when it could not have any 
possible real value in such disease, and any- 
body of real intelligence, and particularly in 
your line of business, must have known that. 
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something more is required of a man who un- 
dertakes to make a profit in selling drugs to 
the public than merely a willingness to change 
when he is caught or found out by the Depart- 
ment of Agriculture. It is the affirmative duty 
of the citizen to comply with the law. Of 
course, there are a great many provisions of 
the law that the average citizen does not know 
about; but a man who is in a gainful pursuit 
with regard to the selling of drugs certainly 
ought to know whether the thing that he is 
selling to the public is sold under fair repre- 
sentations or false representations.” In view 
of the fact that the company revised its label- 
ing, the Court imposed a nominal fine of 
$25.00. 


Other December activities of the United 
States Department against patent medicine 
frauds include fines against: “Vasco Products 
Co.” of Brentwood, Md., for falsely claiming a 
cure for piles; Sweet Mfg. Co. of Pittsburgh 
for “cures” for respiratory troubles and for 
rheumatism; Paul B. Elder Co. of Bryan, Ohio, 
for putting out phenobarbital tablets with less 
than the advertised amount of the drug, and 
for “Protargol Suppositories” as a treatment 
for venereal disease not containing the claimed 
ingredients; William S. Spero and Herman 
Arkus of New York City for a hazel extract 
for treatment of rheumatism and piles and for 
an alcohol-rub containing only isopropyl al- 
cohol and water; Lederle Laboratories, Inc., 
N. Y. C.; Hoosier Pharmacol Co., Indianapolis; 
Intra Products Co., Denver; Reliance Dental 
Mfg. Co., Chicago, and Dios Chemical Co. of 
St. Louis for sub-standard pharmaceuticals and 
misbranding of various products. 

Eleven food companies were brought into 
court and their cases terminated in December 
by fines for shipping decomposed foods, for 
having dangerous amounts of lead and arsenic 
or for mislabeling of products. 





NARCOTIC CURES FROM FEDERAL 
FARM 

It has been announced through the weekly 
news-magazine, Time that 1048 drug addicts 
of 1864 under treatment have been cured and 
discharged from the farm. The Lexington. 
Kentucky farm-hospital, primarily for Federal 
prisoners who are addicts has been in opera- 
tios for about two years. 
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The second Federal farm-hospital being de- 


. veloped at Fort Worth, Texas, is primarily for 


voluntary patients. Such persons must pre- 
sent certificates from private physicians of 
their willingness to take the treatment and 
agree to stay in the hospital until discharged. 
If financially able they pay one dollar per day. 

Farm work, games, library, church services 
and other employment are provided to assist 
the patients toward making recoveries. 





ARGUMENT AGAINST STATE MEDICINE 

The New York State Journal of Medicine an- 
nounces that in Germany under compulsory 
health insurance the number of doctors has de- 
creased, whereas the number of patients and 
the number of bureaucratic clerks and func- 
tionaries have increased, all of which makes 
for an inferior type of medicine. 

Our physicians should pass this along to 
their patients. While our American physicians 
desire to go along with any program which 
will make for better medical care and greater 
development of medical science, they know 
that being subservient to a host of bureau- 
cratic lay “clerks and functionaries” is a sure 
way of not getting what is wanted. 





THE CANCER CAMPAIGN 

The importance of having every person 
know that cancer comes from chronically irri- 
tated foci and that in the earliest stage is cur- 
able, cannot be over-estimated. Organized 
medicine, if it does its full duty, will conduct 
a systematic campaign to educate the public. 
The splendid propaganda which has already 
appeared in various periodicals primarily for 
laymen including the group of Fortune, Time 
and Life, has undoubtedly done much good. 
The propaganda was inspired, perhaps even 
prepared by physicians or representatives of 
organized medicine. 

We hope the cancer committee of our New 
Mexico and Arizona State associations will get 
extremely active and stay that way. 





The program committee of the Southwest- 
ern Medical Association is planning a post- 
graduate type of program as presented dur- 
ing the last five years. Bringing a group of 
outstanding, nationally known speakers here 
from distant points has proven increasingly 
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popular, as indicated by the steadily growing 
attendance at the fall meetings. 

A number of leading medical lights has 
accepted the invitation for the meeting this 
fall, including the professor of surgery at 
Stanford University, the professor of pharma- 
cology and therapeutics at the University of 
California, associate professor of medicine 
from the University of Wisconsin. 

The officers of the association look for 
record attendance at the meeting, the date of 
which has been set for November 18th, 19th 
and 20th. 

Full details will be published 


soon. 





NEW GRANT FOR MEDICAL ECONOMIC 
STUDIES 

The Julius Rosenwald Fund has appropri- 
ated one hundred sixty-five thousand dollars 
to the committee on research in medical eco- 
nomics and terminated its department of med- 
ical services. 

On the committee are professors of statis- 
tics, law, social research and economics, an ed- 
itor, a retired banker and a president of a 
manufacturing company. The committee has 
an advisory board oi physicians. 

As far as the Julius Rosenwald Fund is 
concerned the question of medical economics 
and service is now up to the above mentioned 
committee and the various experiments going 
on throughout the nation. 





SUPERSOUND WAVES SHAKE OUT 
SMOKE SUSPENSIONS 

A metallurgist of the United States Bureau 
of Mines discovered that a shrieking whistle 
in smoke chimneys precipitates carbon parti- 
cles, unburned coal, metals, precious and oth- 
erwise, that are in the smoke. This may solve 
smoke and fume problems. 

The action of the sound waves may be com- 
pared to that of the drawing of a violin bow 
across a metal plate on which are dust parti- 
cles when the particles become arranged in 


groups. 





National Child Health Day proclaimed by 
the President of the United States in accord- 
ance with a Congressional resolution of 1928, 
is May first. The slogan of the proclamation 
is “Health Protection for Every Child.” The 
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object is to extend in every community year 
round improvement of child health including 
the physically handicapped. Organized medi- 
cine should grasp this opportunity to use lec- 
tures, newspapers, radio, etc., to educate the 
public along the lines in harmony with the 
purposes of the Presidential proclamation. 





The Second International Congress on Gas- 
troenterology will be held in Paris during the 
exhibition, September 13-15, 1937. Dr. An- 
thony Bassler, 121 East 71st St., New York 
City, will supply information to any who de- 
sire to attend these meetings. 





The Association of Military Surgeons hold a 
convention in Los Angeles, Biltmore Hotel, 
October 14-16, 1937. Robert Levin, 505 N. 
Michigan Ave., Chicago, will supply informa- 
tion. 





International Congress on Hepatic Insuffi- 
ciency convenes at Vicky, France, September 
16-17, 1937, while the Universal Exhibition is 
being held in Paris. 





The American Association of Railway Sur- 
geons meet in the Palmer House, Chicago, Sep- 
tember 21 and 22, 1937. 





NEWS ITEMS 


Dr. Coit I. Hughes, superintendent of public 
health of Arizona, has appointed a committee for 
control of venereal diseases. This committee was 
suggested by the Arizona State Medical Associa- 
tion: Dr. H. D. Ketcherside, Chairman, of Phoe- 
nix, Dr. H. M. Purcell of Phoenix and Dr. W. G. 
Shultz of Tucson. 

Dr. Hughes has announced that two venereal 
disease-control clinics will be established one in 
Tucson and the other in Phoenix. It is probable 
that a third clinic will be set up in another part 
of the state in the near future. Each clinic will 
have a part time physician, well trained in the 
treatment of these diseases, and a well trained 
attendant for the laboratory work. Serodiagnosis, 
microscopic examinations, urinalysis and other 
necessary laboratory tests will be done in each 
clinic. Indigent cases will be treated free. 


Dr. J. J. P. Armstrong, of Douglas, left June 1st 
for the convention of the American Medical Asso- 
ciation at Atlantic City. Following the convention, 
Dr. Armstrong intends doing post-graduate work in 
radiology, after which he will spend some time in 
New England. He will return to Douglas the latter 
part of July. 


Dr. James S. Walsh, of Douglas, left on June 24 
for a vacation in Idaho and the Northwest. He ex- 
pected to be gone for several weeks. 
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The mid-year meeting and dinner of the Cochise 
County Medical Society was held at the Copper 
Queen Hotel in Bisbee, Saturday, June 12th at 
7:30 P. M. The guest speaker was Dr. Leslie M. 
Smith of El Paso, who presented a paper on “Fun- 
gus Infections in the Southwest,” with lantern slide 
illustrations. After an informal discussion of this 
paper, there was a cocktail hour, followed by dinner. 
Members came from Benson, Bisbee, Douglas, 
Tombstone and Willcox, with one visitor from Naco. 

Jack Hild, Sec’y-Treas. 


Dr. Donald B. Lewis recently announced his as- 
sociation with Dr. W. G. Shultz of Tucson. Before 
coming to Tucson. Dr. Lewis was connected with 
the Department of Urologv at the Allegheny Gen- 
eral Hospital in Pittsburgh. 


The Hiram Club of Phoenix. Arizona has enter- 
tained the Parnassus Club and the National Hon- 
orary Society twice yearly for a number of years. 
We notice the names of a number of the children 
of Phoenix phvsicians on this vear’s list. Among 
them were: Mary Clohessy. Catherine Palmer, 
Mary Bell Woodall, Mary Bannister, Margaret 
Charvoz, Katherine Schwartz, Fanette Charvoz, 
and John J. McLoone, Jr. 


Mrs. Harry J. Felch, wife of Dr. Felch of Phoe- 
nix, underwent a major operation in Good Samari- 
tan hospital. She is reported recovering rapidly. 


Dr. Vivian Tappan recently announced the open- 
ing of an office at 20 East Broadway, Tucson, 
Ariz. Dr. Tappan will confine her practice to 
pediatrics. 


Dr. and Mrs. Dudley Fournier of Phoenix left 
July ist for Los Angeles, where they will board a 
boat for Hawaii. They expect to return August Ist. 


Dr. James L. Johnson was appointed registrar of 
births and deaths for the Phoenix district start- 
ing July ist. 


Dr. C. D. Jeffries and his son, Duke of Williams, 
Arizona, suffered critical injuries when their auto- 
mobile turned over just outside of Williams, Ariz. 
They were on their way to the northern part of 
the state where they intended to fish. Dr. Jeffries 
has been reported doing quite well while the son 
has completely recovered. 


Dr. and Mrs. M. L. Day plan to erect a home in 
Country Club manor, of English design, on a tract 
adjacent, on the west, to the Lytton-Smith resi- 
dence. Space between the two houses will be land- 
scaped as a single unit and will be surrounded by a 
brick wall. A swimming pool, half on the Lytton- 
Smith property and half on the Day lot, will be 
built. An ornamental lattice arbor will connect the 
two homes. Mrs. Day and Mrs. Lytton-Smith are 
sisters. 


Mrs. Doris Jay, 42 year-old wife of Dr. Charlton 
Jay, Bisbee, and daughter of Capt. J. P. Hodgson, 
former manager of the mines division of the Cop- 
per Queen branch, Phelps Dodge Corporation, died 
June 14th after a brief illness. 

Born in Michigan, she came to Bisbee in 1912, 
residing there while her father was superintendent 
of the Copper Queen mines. Later she resided in 
Morenci, where her father was manager of the 
Phelps Dodge branch. For the last 12 years she had 
lived in Bisbee. She is survived by her husband 
and two children, Bobby, a son and Mrs. Agnes 
Thomas of Bisbee, a daughter. 
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Dr. and Mrs. A. J. McIntyre and two daughters 
left for a six-week trip to the Midwest and East 
during June. Dr. McIntyre attended the Shrine 
convention in Detroit; they will visit Carlsbad Cav- 
ern near Carlsbad, N. M., and other points of in- 
terest. Before returning home they will spend two 
weeks in New York City, Dr. MclIntyre’s former 
home. 


Dr. F. M. Bell, of Tucson, was a week-end visitor 
in Phoenix during June. 


Dr. E. Payne Palmer attended the annual con- 
vention of the American Medical Association in 
Atlantic City in June. 


Dr. J. D. Hamer of Phoenix Arizona delegate to 
the American Medical Association attended the 
meeting of the American Medical Association in 
Atlantic City, N. J., during June. 


Dr. Joseph Bank, Phoenix, attended a meeting of 
the American Gastro-Enterological Society and the 
American Medical Association at Atlantic City, N. 
J., during June. 


Dr. and Mrs. George M. Brockway have gone to 
the Pacific coast for the summer. They will return 
to Phoenix next fall. 


REPORT OF THE 55th ANNUAL 
SESSION OF THE NEW MEX- 
ICO MEDICAL SOCIETY— 
AT HOTEL CLOVIS. AD- 





JOURNED MAY 15, 
1937. 


Dr. George W. Jones gave the presidential ad- 
dress. (See S. W. Med. 21:187, June, 1937.) 


IMPORTANT BUSINESS 
TRANSACTIONS 


Charter was granted to Quay County Medical 
Society, with membership of nine. 

New members admitted to Society: Dr. A. F. 
Besette, Belen, Dr. C. R. Doyne, Santa Rosa, Dr. 
Fred G. Merrill, Melrose, Dr. M. D. Moran, Farm- 
ington, Dr. Ashley Pond, Taos, Dr. W. G. Rathman, 
Carrizozo, and Dr. D. T. Wier, Belen. 


MOTIONS PASSED 


Secretary authorized to grant charter to a coun- 
ty society at Taos, if 5 or more members are ob- 
tained there. 

Report or Dr. R. O. Brown (Santa Fe), chair- 
man of legislative committee during last session 
was accepted with authorization that he (Dr. 
Brown) write to each contributor to the legislative 
fund, in which there remains an unexpended bal- 
ance of $774.90, offering to refund the pro-rata 
share of the contributor, or the optional choice of 
leaving the money in the legislative fund to con- 
tinue the work of the committee. 

That the pro-rata share of the amount donated 
by the society to the legislative fund be left with 
the legislative committee for future use. 

That 5 be the minimum number of members 
required for the organization of a county society. 

That the secretary write the editor of South- 
western Medicine, transmitting letter received 
from the judiciary committee of the American 
Medical Associaltion defining the term “Clinic,” 
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and request its publication in the Journal with 
appropriate editorial comment if seen fit. 

That the commander of the Woman’s Field 
Army, Eva Wade Duke, be advised of the interfer- 
ence of chiropractors with the radio broadcasting 
cancer publicity programs, and asked to contact 
the owners of the broadcasting stations in an en- 
deavor to prevent seizure of such publicity. 

That the House of Delegates approve the poli- 
cies which have been outlined by the present board 
of health, and the course it intends to follow for 
the next 2 years. 

That the annual membership dues be increased 
from $5 to $10 for the year 1938, the additional 
amount to be put into a contingent fund to be 
used by the committee on legislation when neces- 
sity arises. 


RESOLUTIONS ADOPTED 


CO-OPERATION WITH THE STATE DEPART- 
MENT OF PUBLIC HEALTH 

“WHEREAS, there has been in the past a lack 
of clarity or a turbulence of opinion of the defini- 
tion of the duties of the State Department of Pub- 
lic Health incident to the proper protection of our 
citizens in matters of health and sanitation and in 
an effort to bring about a closer relationship be- 
tween the State Department of Public Health and 
the members of the Medical Association and a 
more thorough cooperation and coordination of 
effort, now therefore be it 

RESOLVED, That the members of this State 
Medical Association shall at all times hold them- 
selves in readiness to assist and cooperate with 
the State Department of Public Health in all mat- 
ters of Public Health and Sanitation. That the 
members of this State Association shall meet with 
the local, district or State health authorities and 
advise with and assist in all manners possible and 
consistent with the ethics of the medical profes- 
sion. That the members of this State Medical As- 
sociation will, whenever necessary, assist in form- 
ing and form, in their own particular districts, 
such educational, examination, vaccination and 
treatment procedures as are deemed necessary for 
the treatment of indigents and the control of epi- 
demics or disasters. That the members of this 
State Medical Association will assist in every pos- 
sible manner the education of the public in all 
health and sanitation matters. That the mem- 
bers of this State Medical Association shall, by 
their efforts, try to overcome the indifferences 
and apathy to the reporting of communicable dis- 
eases and to the proper conduct of quarantines 
and the enforcement of the laws regarding the 
same. That the members of this State Medical 
Association will render every assistance to the 
physicians and nurses of the State Department of 
Public Health in the ascertaining of the financial 
status of the citizens of their districts and the de- 
termination of who are and who are not to be 
classed as indigents. That the members of this 
State Medical Association shall especially cooper- 
ate with and assist the State Department of Pub- 
lic Health in the formation of clinics for the ex- 
amination and education of the public, in their 
districts, in venereal diseases and the treatment 
of venereal indigents. That the members of this 
State Medical Association pledge themselves to 
answer the call of the State Department of Pub- 
lic Health, whenever possible, in cases of major 
epidemics or public disasters, and to do everything 
in their power to render assistance until the period 
of emergency has passed. 

Be it furthed Resolved, That it is the opinion 
of the members of this State Medical Association 
that the Director of the State Department of Pub- 
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lic Health and all of his assistants should confer 
with and cooperate with local physicians of each 
district, county or community in matters pertaining 
to health and sanitary conditions in such district, 
county or community. That it is the opinion of 
the members of this State Medical Association that 
the State Department of Public Health should fur- 
nish such vaccines as are required for indigents 
and for indigents only. That the State Depart- 
ment of Public Health shall conduct quarantine 
and see that the-.laws regarding quarantine and 
the reporting of reportable diseases are enforced. 
That the State Department of Public Health shall 
have the regulation of Public Health measures in 
the schools and shall, with the cooperation and as- 
sistance of the local physicians conduct such ex- 
aminations, vaccinations and clinics as may be 
deemed necessary in each particular community. 
That the State Department of Public Health shall 
form, from local physicians, such venereal clinics 
as may be necessary for the diagnosis and treat- 
ment of venereal indigents and the education of 
the general public in the gravity of present ve- 
nereal disease prevalence. That it shall be the duty 
of the State Department of Public Health to con- 
duct, with the assistance of the local physicians, 
educational campaigns and clinics in obstetrical 
and child health and hygienics. 

Be it further Resolved, That in the event of dif- 
ferences of opinion between members of this State 
Medical Association and members of the State De- 
partment of Public Health, that such differences 
of opinion be submitted to the Committee on Pub- 
lic Relations of this State Medical Association who 
shall in turn adjust matters with the State Depart- 
ment of Public Health.” 


OPPOSING NEW MEXICO SCHOOL TAX 
ON GROSS INCOME 

“BE IT RESOLVED That New Mexico Medical 
Society goes on record that it opposes the New 
Mexico School Tax on gross income, 

WHEREAS, a doctor’s service is not a commod- 
ity and in our opinion should not be taxed. 

WHEREAS, the tax is a gross income tax and 
expenditures often exceed gross income, and many 
accounts are uncollectable. 

WHEREAS, the salaried individuals of the State 
do not have to pay this tax (including physi- 
cians) .” 


COMMITTEES APPOINTED 


Necrology: Drs. Carl Mulky (Albuquerque), C. B. 
Elliott (Raton), and J. E. J. Harris (Albuquer- 
que). 

Resolutions—Thanks: Drs. E. W. Fiske (Santa Fe), 
R. O. Brown (Santa Fe) and M. K. Wylder (Al- 
buquerque). 

To define or make a line of demarcation between 
public health activities and private practice of 
medicine: Drs. H. A. Miller (Clovis), A. P. Ter- 
rell (Hobbs), M. K. Wylder (Albuquerque), G. T. 
—— (Deming) and J. C. Mitchell (Silver 

y). 

Public Policy and Legislation: 

Drs. R. O. Brown (Santa Fe), chairman, W. A. 
Gekler (Bernalillo Co.), R. L. Bradley (Chaves 
Co.), C. B. Elliott (Colfex Co.), A. L. Dillon 
(Curry Co.), C. A. Miller (Dona Ana Co.), A. P. 
Terrell (Eddy-Lea Co.), J. C. Mitchell (Grant 
Co.), G. T. Colvard (Luna Co.), H. L. Watson 
McKinley Co.), C. H. Gellenthien (Las Vegas 
Co.), J. M. Winchester (Clayton Co.), and J. 
M. Doughty (Quay Co.). 

Medical Defense (continued) : 

Drs. W. R. Lovelace (Albuquerque), chairman, 








JULY, 1937 





ACCURACY! 


Accurate treatment is possible only in 
the light shed by accurate diagnosis. 


Accurate diagnosis must be based up- 
on proper interpretation of accurate, 
honest information. 


Southwestern Physicians are offered the accuracy of thoroly equipped radiology and 
clinical pathology laboratories in these fields: 


Radium and X-Ray Therapy Basal Metabolism 
X-Ray Diagnosis Autogenous Vaccines 
Serology Anti-Rabies Vaccine 
Clinical Pathology Pollen Antigens 


Bacteriology General Chemistry 


Turner’s Clinical & X-Ray Laboratories 


First National Bank Building 
EL PASO, TEXAS 
GEORGE TURNER, M. D. DELPHIN von BRIESEN, M. D. 
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Carl Mulky (Albuquerque), L. B. Cohenour (Al- 
buquerque), F. F. Doepp (Carlsbad) and C. H. 
Gellenthien (Valmora). 

Cancer Committee: 

Drs. J. R. Van Atta (Albuquerque), chairman, 
R. O. Brown (Santa Fe), Lionel Johnson (Ros- 
well). J. W. Hannett (Albuquerque) and L. S. 
Peters (Albuquerque). 


COMMITTEE REPORTS 


Committee on Necrology: 

“The New Mexico Medical Society notes, with 
deep sorrow and regret, the death of the follow- 
ing members during the past year: 

Dr. H. E. Rogers, Albuquerque, N. M. 

A. Ingalls, Roswell, N. M. 
R. Bass, Cimarron 
E. Kyllo, Hanover 
W. Muir, Las Vegas. 

We deplore the loss to our profession by the 
death of these, and express the heartfelt sympathy 
of our society to their bereaved friends and fam- 


ilies.” 
(Signed) CARL MULKY, 
J. E. J. HARRIS, 


CARY B. ELLIOTT. 
Committee on Thanks: 

‘“‘Whereas, the Curry County Medical Society, the 
Ladies Auxiliary, the Clovis Press and Hotel Clovis 
have all done their utmost and have made a great 
success of the entertaining of the New Mexico 
Medical Society, 

Therefore, Be It Resolved, That the thanks and 
appreciation of this Society are due and are here- 
by expressed to all who have helped to make this 
meeting the success it has been.” 

(Signed) E. W. FISKE, 
R. O. BROWN, 


M. K. WYLDER. 
Committee on Legislation: 

I was informed that I had been re-appointed to 
this position at the annual meeting in 1936, but I 
was apprised of no other appointments to the 
committee. I learned later that no other appoint- 
ments had been made. After discussion with the 
council of the New Mexico Medical Society in 1935, 
Mr. Carl Gilbert of Santa Fe was retained as legal 
advisor by your committee, and it was expected 
that he would continue his able assistance as in 
the last session of the legislature. However, after 
the election in the fall of 1936 of an almost com- 
pletely democratic house and senate, Mr. Gilbert 
recommended that he be discharged and some 
democratic attorney be retained for this work. 
This was discussed with the members of the coun- 
cil of the medical society, and with their agree- 
ment other counsel was sought, and Mr. David 
Carmody, district attorney in the First Judicial 
District, recently elected on the democratic ticket, 
was selected for the work in the legislature. We 
had, and have, every reason to believe that he was 
competent for the work. In the latter part of 
December, in view of the fact that no other mem- 
bers had been appointed to the committee, the leg- 
islative committee of the Santa Fe County Medi- 
cal Society volunteered their assistance and work- 
ed with the legislature. The committee was then 
composed of Drs. E. W. Fiske, Jose Maldonado, A. 
L. Lathrop, W. H. Livingston and myself. 

Before the election, copies of the proposed basic 
science law were sent to each candidate for the po- 
sition of representative or senator. Copies were 
mimeographed for distribution to the members of 
the legislature as they might be asked for either 
by the members of the legislature themselves or 
by the legislative counsel for the society, the in- 
troducers or sponsors of the bill, etc. I was absent 


Dr. H. 
Dr. C. 
Dr. P. 
Dr. J. 
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from the city and state for the first week and a 
half of the legislature, and preliminary steps had 
been taken before my return. Dr. M. D. Gibbs of 
Roy, a member of the house, asked for the privi- 
lege of introducing the bill, and inasmuch as he 
was the only physician in the legislature, it seemed 
proper that he should. He was given a copy of 
the bill and apprised of the fact that there were 
as many available as he might desire. Dr. Gibbs 
was a member of the house State Affairs Com- 
mittee and of the house Educational Committee, 
and in a good position to forward the progress of 
the bill. 

As is probably known to the members of the so- 
ciety, J. Q. Thaxton of Raton, a chiropractor, 
was a member of the senate and was administra- 
tive floor leader during this session. He has told 
many people that the reason that he had gotten 
himself elected to the senate, succeeding his broth- 
er, also a chiropractor, now living in Albuquerque, 
was to defeat any attempt to pass a basic science 
law. Thaxton was also a member of the senate 
Affairs Committee, to which any such bill intro- 
duced in the senate would be referred. Charles A. 
Wheelon, of Santa Fe, an osteopath, equally op- 
posed to the bill, was a member of the house State 
Affairs Committee, and of the Educational Com- 
mittee. It immediately became apparent that both 
of these men were using every means at their com- 
mand to defeat the bill, and would continue to use 
such measures up to and including trading votes 
against it. These efforts became stronger and 
more determined, and judging from our reports, 
more effective as the session proceeded. 

We were to pay Mr. David Carmody $1000.00 
for his work for the basic science law, and the 
necessary expense of lobbying, etc., and an addi- 
tional $500.00 if the bill were passed. By the time 
the session was two-thirds over, Mr. Carmody hbe- 
came convinced that it would be impossible to pass 
the bill. The bill was introduced in the house by 
Dr. Gibbs, but in the end he notified us that he 
would be unable to back it or even vote for it, 
because of the conditions which had arisen in re- 
gard to other bills in which he was interested, and 
the threats (which were carried out) of defeat of 
bills he desired to see pass should he press the 
basic science bill. A careful checking of the pos- 
sible votes for and against the bill verified the sus- 
picion that the bill would not be passed at this 
session owing to the power exercised, particularly 
by J. Q. Thaxton. The bill, therefore, died in the 
house committee. 

Your committee feels that the money raised for 
this purpose remaining on hand, i.e., $774.90, 
should be used in propaganda for the basic science 
bill in the time elapsing between this meeting and 
the next session of the legislature, and probably 
with further sums of money during the next leg- 
islature. Your committee suggests that the presi- 
dent appoint a legislative committee with direc- 
tions to carry on such a program, for without edu- 
cation of the people of the state, and through 
them the legislators, of the desirability of such 4 
law, your committee doubts very much the feasi- 
bility of putting it through any legislature, par- 
ticularly the ensuing one, since J. Q. Thaxton will 
still be a member of that legislature, and very 
likely again administration floor leader. It wil 
only be as the result of insistent demand for such 
legislation, backed by the signatures of voters, that 
Thaxton’s blocking power can be defeated. 

Your committee took an active interest in all of 
the matters bearing on the practice of medicine i0 
the state, amongst which should be included the 
bill licensing the practice of naturopathy which 
was introduced in both houses, killed in commit- 
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tee in the senate, but later passed the house and 
the senate; it was killed by the governor, with 
whom the members of the committee had taken 
the matter up. A bill licensing the practice of 
chiropody was introduced, and partially through 
the efforts of your committee, was killed, since in 
the form in which it was introduced, it was not 
satisfactory. 

Attached hereto is a financial report covering 
the contributions received by the legislative com- 
mittee and the disbursements of money therefrom. 

ROBERT O. BROWN. 


FININACIAL REPORT 
LEGISLATIVE COMMITEE 
AS OF MAY 1, 1937 
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$1,181.00 


Disbursements 
David Carmody, for work with legislature —_$ 75.00 
David Carmody, for work with legislature _ 150.00 
E. W. Fiske, for postage 18.00 
Elsie Haake, stenographic work 35.36 
David Carmody, for work with legislature __ 125.00 
R. O. Brown, long distance call to 

Dr. Carl Mulky, Feb. 5 2.24 





$406.10 





BALANCE on hand in First National Bank 
of Santa Fe as of May 1, 1937 


SECRETARY’S REPORT 


House of Delegates: I hereby render a report of 
the affairs of the office of secretary-treasurer for 
the term ending with this session: 

At the meeting held in Carlsbad, New Mexico, 
May 6th, 1936, there were no members dropped for 
hon-payment of dues. 


maga in the society at this time are as fol- 
WS: 

1937 
52 


$774.90 


1936 
46 


Bernalillo County 
Chavez Coynty 
Colfax County 
Curry County 

Dona Ana County 
Eddy-Lea County 
Grant County 
Luna County 
McKinley County 




















SUPPLIES 


Needed Nutrition 


... EASY TO DIGEST 


0.005 GRAM * TRACE 
81U.S.P. 


| ~ *SMALL AMOUNT 
_ UNITS 


_{VITAMIN = ___ VARIABLE 


*CALCIUM 0.15 GRAM | 0.24 GRAM 
*PHOSPHORUS 0.16 | 
— —— ——— + — 
4.00 GRAMS | 


PROTEIN 7.92 GRAMS 


FAT 


ariable amounts 
ctive food drink, is fortified with these 


amounts of Calcium, Phosphorus, Iron and Vitamin D 


Diacvens often say that, during convalescence, 
one of the greatest problems is nutrition. In such 
cases many physicians have found Cocomalt help- 
ful. It is a particularly good source of food-energy 
and young and old alike find it easy to digest. 

An ounce-serving of Cocomalt increases the food- 
energy of a cup or glass of milk 70 per cent...this 
quantity of Cocomalt adding 4.00 grams of Protein, 
21.50 grams of Carbohydrates, .15 gram of Calcium 
and .16 gram of Phosphorus to the milk. More im- 
portant, each serving of this protective food drink 
contains 81 U.S.P. Units of Vitamin D, which aids 
the system to utilize the calcium and phosphorus. 
The Vitamin D is derived from natural oils and 
biologically tested for potency. 

In addition, each serving of Cocomalt provides 
5 milligrams of effective Iron that has been biolog- 
ically tested for assimilation ...enough Iron to sup- 
ply % of the daily nutritional requirements of the 
normal patient. 

Cocomalt is very inexpensive and is available at 
grocery and drug stores in 4-lb. and 1-lb. purity- 
sealed cans. Also, for professional use, in the eco- 
nomical 5-lb. hospital size. 


Cocomalt is the registered trade-mark (Or 4 eng Te 
of R. B. Davis Co., Hoboken, N. J. _ ; 


(coma 
FREE TO ~ 
PHYSICIANS - 


R. B. Davis Co., Hoboken, N. J., Dept. BB B-7 
Please send me a free trial size can of Cocomalt. 


Doctor. 
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San Miguel County 11 9 
Santa Fe County . 15 17 
Union County .. 9 9 
Members-at-large 25 30 

Total in good standing at this date 

Nine applications for membership were receiv- 
ed to be presented at this meeting, and member- 
ship cards issued to them in advance. 

Death of 5 members were noted as follows: 
H. E. Rogers Albuquerque, N.M., Sept. 13, 1936. 
H. A. Ingalls, Roswell, N. M., March 29, 1937. 
C. R. Bass, Cimarron, N. M., December 9, 1936. 
P. E. Kyllo, Hanover, N. M., January 12, 1937. 
J. W. Muir, Las Vegas, N. M., April 12, 1937. 

Respectfully submitted, 
L. B. COHENOUR, secy.-treas. 


TREASURER’S REPORT 


Council New Mexico Medical Society: I hereby submit a re- 
port of the financial affairs of the New Mexico Medical Society, 
ending May 13, 1937. 

Balance on hand at annual report, May 6, 1936. $1,635.65 
Delinquent dues collected from 28 members __...-_-__-__ 140.00 
Dues from 9 new members 45.00 
Annual dues from 203 members for 1937 1,015.00 

















Total cash received to May 13, 1937 $2,835.65 
DISBURSEMENTS 

Southwestern Medicine for 1936, 228 members ______$ 456.00 
Reporter for 1936 meeting, balance of one-half fee___— y= 
Treasurer’s bond for 1936-1937 
Secretary’s salary for 1936-1937 
Western Union re: state ti Carlsbad 

Walsh Printing Co. (500 letterheads) —-._EE 
American Med. Association (1936 medical directory ~~ 
L. C. Smith Typewriter Co. (typewritter ribbon) —— ~~ 
Walsh Printing Co. (250 3c stamped envelopes) 
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Typewriter Service Co. (overhaul and type cover) 
R. O. Brown (expense to basic science) 

Walsh Printing Co. (250 letterheads) 

Western Union, telegram re: state legislature — 
Reporter to state meeting, advance of one-half fee 
Walsh Printing Co. 500 3c envelopes printed) 
Walsh Printing Co. (500 No. 63 cards printed) 


TOTAL 
BALANCE 
OUTSTANDING INDEBTEDNESS 

Southwestern Medicine for 1937 for 203 members -___-$ 
Secretary’s’ salary for 1937-1938 
Reporter for 1937 meeting (balance in full) a 
Treasurer’s bond for 1937-1938 
Approximate total indebtedness 

Expected balance after all bills are vaid 
Respectfully submitted, 
L. B. Cohenour, Secretary-Treasurer. 


Election of Officers: 
President-elect—Dr. E. W. Fiske, Santa Fe. 
Vice-president—Dr. G. T. Colvard, Deming. 
Secy-Treas.—Dr. L. Cohenour, Albuquerque. 
(Re-elected.) 
Councillors for three years: 
Dr. Carl Mulky, Albuquerque Re-elected. 
Dr. C. A. Miller, Las Cruces 
Board of Managers, Southwestern Medicine 
(Appointed by Council) 
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SOUTHWESTERN MEDICINE 


Dr. G. T. Colvard, Deming. 
Dr. W. B. Cantrell, Gallup. 
Meeting Place, 1938—Santa Fe, N. M. 
Social Features: 
Luncheons each day at Hotel Clovis, with round- 
table discussions. 
Smoker (stag party) Thursday night, May 13, 
1937, at Hotel Clovis, featuring auction sale. 
Banquet, dancing and dining, Friday night, May 
13, 1937, at Hotel Clovis; toastmaster Dr. M. K. 
Wylder, Albuquerque. 
Women’s Activities: 
Buffet supper and bridge, Mrs. H. A. Miller, hos- 
tess, Thursday, May 13, 1937. 
Luncheon, Gran Quivara, Friday, May 14, 1937. 
Those Registered: 
Drs. L. C. G. Buchanan, Clovis, N. M. 
J. W. Board, Clovis, N. M. 
C. M. Brown, Tucumcari, N. M. 
H, L. Boss, Carlsbad, N. M. 
R. O. Brown, Santa Fe, N. M. 
W. W. Beam, Albuquerque, N. M. 
I. B. Ballenger, Albuquerque, N. M. 
R. M. Balyeat, Oklahoma City, Okla. 
R. L. Bradley, Roswell, N. M. 
L. B. Cohenour, Albuquerque, N. M. 
M. B, Culpepper, Carlsbad, N. M. 
W. Curphey, Las Vegas, N. M. 
G. T. Colvard, Deming, N. M. 
T. P. Churchill, Amarillo, Texas. 
William Daniel, Los Angeles, Calif. 
L. A. Dewey, Santa Fe, N. M. 
W. D. Dabbs, Clovis, N. M. 
V. G. Donlin, Albuquerque, N. M. 
F. A. Dillon, Clovis, N. M. 
A. L. Dillon, Clovis, N. M. 
C. B. Elliott, Raton, N. M. 
R,. L. Evans, Denver, Colo. 
Joseph Foster, Santa Fe, N. M. 
Eugene Fiske, Santa Fe, N. M. 
E. C. Fox, Dallas, Texas. 
H. Fall, Roswell, N. M. 
H. C. Gernand, Los Angeles, Calif. 
. H. Gellenthien, Valmora, N. M. 
. L. Guy, Roswell, N. M. 
_W. Gerber, Las Cruces, N. M. 
. A. Gekler, Albuquerque, N. M. 
EL J. Harris, Albuquerque, N. M. 
. B. Hodult, Tucumcari, N. M. 
. H. Hall, Los Angeles, Calif. 
Ww. Hannett, Albuquerque, N. M. 
. E. Hale, Clovis, N. M. 
. H. Hemphill and wife, Artesia, N. M. 
. T. Hensley, Portales, N. M. 
. W. Hendrick, Amarillo, Texas. 
George W. Jones, Clovis, N. M. 
(Continued next month) 
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NEUROLOGICAL 
HOSPITAL 


Twenty-Seventh and The Paseo 
Kansas City, Missouri 


Modern Hospitalization of Nerv- 


ous and Mental Illnessses, 


holism and Drug Addiction. 


THE ROBINSON CLINIC 


G. WILSE ROBINSON, M. D. 
G. WILSE ROBINSON, Jr., M. D. 








